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Surgical Treatment of Bronchietasis 


J. MOORE CAMPRELL, M.D. 
OKLAHOMA CITY, OKLAHOMA 


Bronchiectasis is present in from two to 
three per cent of all autopsies performed, 
and its incidence in patients as a whole is 
estimated variously from two to seven per 
cent. This occurrence rate should be recog- 
nized in both private and clinical practice, 
and every patient with persistent coughing, 
either continuously or intermittently, should 
be suspected of having bronchiectasis. If the 
sputum is purulent in type, the diagnosis 
may often be strongly suspected. When pus 
in the respiratory tract is investigated care- 
fully, most patients with the disease can be 
diagnosed, treated and relieved before the 
stage of foul smelling sputum, clubbed fin- 
gers, and the general pathologic changes that 
occur with any chronic septic disease. 

Anatomic and pathologic diagnosis can be 
extremely accurate, and hinges upon the find- 
ings of x-rays of the chest, the bronchogram, 
sputum examinations for acid-fast bacilli, 
and bronchoscopic examination. The bron- 
choscope is particularly valuable because di- 
rect visualization of the tracheo-bronchial 
tree will sometimes explain the reason for 
unusual types of bronchial dilitation, particu- 
larly when a bronchial tumor or foreign body 
complicates the picture. 

Radiologic findings on routine chest films 
may be negligible, and a bronchogram may 
be necessitated by the clinical aspect of the 
cough alone: if it is persistent, the quantity 
of the sputum is large, and if the systemic 
effect of the pulmonary process is profound. 
Minimal x-ray markings are apt to be quite 
Significant, and the cardiac silhouette may 
obscure the principal involvement of the left 
lower lobe. If the pulmonary markings at the 
base of the lungs are prominent, if stelectatic 
areas are suspected, or if there is any sign of 
slowly resolving broncho-pneumonia, the x- 


ray studies of the patient’s lungs are incom- 
plete without a bronchogram'. 

The presence of tubercle bacilli is unusual 
in patients with typical bronchiectasis, but 
their presence does not rule out the disease. 
Tuberculous infections can be superimposed 
upon bronchiectatic lesions, and conversely, 
an acid-fast process may lead to secondary 
bronchial dilitation. Bronchegraphiic and 
bronchoscopic procedures are not necessarily 
contra-indicated in pulmonary tuberculosis, 
and the results of these studies may deter- 
mine the proper management of the patient. 
Hemoptosis frequently occurs in bronchiecta- 
sis, and for that reason blood-streaked spu- 
tum may of itself, be an idication for a 
bronchogram. This is especially true if no 
acid-fast bacillli are found after careful 
search in repeated sputum specimens. 

A bronchogram will often show bronchiec- 
tasis in children and adults who have been 
subject to repeated colds, recurrent “influ- 
enzal attacks”, or chronic “bronchitis”. Pur- 
ulent sinusitis is the rule, and persons with 
sinusitis and a chronic cough, especially in 
the younger age group, should always be 
suspected of having pathologic bronchial 
ectasia. 

THE BRONCHOGRAM 

By direct introduction of Lipiodol into the 
lumen of the trachea and directing its course 
by gravity into dependent bronchi, every por- 
tion of the tracheo-bronchial tree can be vis- 
ualized with surprising detail under the 
fluoroscope and on x-ray film. A simple tech- 
nique consists of giving the patient a moder- 
ate dose of barbituric acid type of sedative 
and a grain or half-grain of codeine by 
mouth to suppress the cough reflex. Thirty 
minutes or.more should elapse, and then a 
small bore catheter is passed through the 
nose, down to the opening of the larynx. The 
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patient holds his tongue forward to assist 
him suppress swallowing and coughing, us- 
ing a piece of gauze to prevent it from slip- 
ping from his fingers. A 20 cc. syringe filled 
with Lipiodol that has been warmed to 85 
or 90 degrees Farenheit, is connected to the 
catheter and the oil is slowly introduced with 
the patient in the upright position, leaning 
somewhat to the left. Forcibly holding the 
tongue forward will tend to prevent swallow- 
ing, and the patient is instructed to breathe 
slowly and not to cough. After five or ten cc. 
of the oil has been inserted, the left lung tree 
should be sufficiently delineated, and the pa- 
tient now leans toward the right so that the 
radiopaque substance can pass into the op- 
posite lung. 

This simple technique will serve to visua- 
lize both lower lobes fairly well, and bron- 
chiectasis occurs most frequently at the lower 
extremes of pulmonary tissue. For a detailed 
description of bronchography of the entire 
lung fields, the reader is referred to an ex- 
cellent article by Adams and Davenport’. 


MEDICAL MANAGEMENT 


Careful medical attention of the patient as 
a whole, adequate nutrition, postural drain- 
age, fortification of his immune processes 
with chemo-therapy and penicillin, have 
made surgical excision of diseased pulmonary 
tissue a relatively safe procedure. From a 
statistical point of view, medical treatment 
alone will neither prolong the life of the pa- 
tient, nor will it prevent him from the haz- 
ards of recurrent pneumonitis, or metastitic 
abscesses in the lungs, brain and elsewhere. 
Since no return to normal physiologic state 
in the bronchial ectasis and sac formation, 
occurs under medical therapy alone, surgery 
should be advised in all children and young 
adults who can be brought into operable 
condition’. This can also be said of the older 
age adult group, because their operative risk 
is scarcely greater than in the young if they 
are given careful pre-operative study and 
preparation. Severely bronchiectatic persons, 
however, do not usually live beyond the early 
adult age. 


SURGICAL MANAGEMENT 

In estimating a patient for pulmonary re- 
section, the general background of the pa- 
tient, his nutritional status, systemic effects 
that chronic pulmonary sepsis has engender- 
ed, and the present acuteness of the process 
are carefully recorded. By integrating the 
past and present status of the disease with 
the physical examination of the patient, his 
bronchograms and his laboratory findings, 
the safety and the necessity of segmental 
pulmonectomy can be arrived at with a fair 
degree of accuracy. The cptimal time for 
operation and the number of broncho-pul- 
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monary segments that should be removed are 
tentatively decided upon. At operation, it 
may be found that more or less pulmonary 
tissue should be excised than originally plan- 
ned, but this is not usually the case. 


Since spread of the ectatic bronchial 
changes rarely occurs after the process has 
delineated itself, removal of all diseased tis- 
sue on one side of the chest is usually ac- 
complished at one operation, although this 
is not absolutely necessary. Surgery is not 
limited to patients with unilateral disease; 
the most severely involved lobe or lobes on a 
particular side are resected first, and at a 
later date, the contralateral disease can be 
eradicated if, after re-estimating his status 
carefully as before his first operation, this is 
desirable. 

TYPICAL TYPES OF INVOLVEMENT 

Here presented are five of the common 
types of bronchiectasis that show clear-cut 
surgical indication. 











1. Severe bronchiectasis left lower lobe. 
(Fig. 1). Boy, age 14, with cough productive 
of three to eight ounces of thick, foul smell- 
ing purulent sputum daily; onset nineteen 
months prior to admission and following a 
severe pneumonia for which he was hospital- 
ized. Loss of strength, shortness of breath on 
minimal exertion, eighteen pounds weight 
loss, marked bulbing of fingers. After com- 
plete removal bronchiectatic tissue, cessation 
of productive cough 48 hours after operation, 
restoration of weight loss six weeks post 
operative, absence of clubbed fingers four 
weeks post operative, return to norma! exer- 
cise tolerance two months after operat!on. 
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2. Moderately severe bronchiectasis, right 
lower lobe. (Fig. 2). Male, age 24, with 
cough productive of about two to fourteen 
ounces of thick, yellow grey sputum daily 
with onset after severe pneumonia three 
years prior to admission, while in active duty 
in the army. Loss of strength, always tired, 
28 pounds weight loss. Occasional hemopto- 
sis. After removal of the right lower lobe, 
immediate cessation of purulent sputum. 
Marked personality change bordering on 
euphoria, on relief of cough. Returned to 
college classes third post operative week. 














3. Unilateral Complete Bronchiectasis. 
(Fig. 3). Girl, age 9, marked stunting in 
growth, appears to be age five. Continual 
cking cough since age one, and follwing a 
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severe pneumonia and croup. Swallows spu- 
tum, and quantity difficult to estimate. Fre- 
quent attacks of broncho-pneumonia, with 
high fever each time. Marked clubbing of 
fingers. After removal of the entire left lung, 
productive cough ceased within one week 
after operation, and patient changed from 
morose, timid type to jovial person interested 
in playing with other children by three weeks 
post operative. Absence of clubbed fingers 
except thumbs, four weeks post operative. 
Excellent exercise tolerence, skipping rope 
and playing ba!l, four weeks post operative. 
Weight gain pronounced. 























4. Bilateral Bronchiectasis, Severe on 
Left. (Fig. 4). Boy, age seven, with produc- 
tive cough since severe whooping cough at 
age two. For the past year prior to admis- 
sion, slept in mother’s lap while she slept in 
chair, because his productive cough during 
the night would cause severe attacks of cy- 
anosis, relieved only by her helping patient 
in postural drainage. Estimated four to eight 
ounces of thick yellow sputum daily for past 
six months. Shortness of breath on minimal 
exertion, frequent attacks of broncho-pneu- 
monia in past two years, unable to attend 
school regularly. After removal of the left 
lower lobe, cough changed to a dry, infre- 
quent hack for first post-operative month, 
and then disappeared nearly completely. Ex- 
ercise markedly improved, weight gain pro- 
nounced. Will be followed closely, and if 
symptoms recur, he will be re-studied to de- 
termine the need for removal of the right 
lower lobe. At the present time (eight 
months post-operative) the patient shows no 
clinical evidence of pulmonary disease, the 
ectasis on the right entirely quiescent. 
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5. Bronchiectasis Left Lower Lobe, with 
associated Abscesses. (Fig. 5). Young lady, 
age 18. Cough productive of four to about 
16 ounces of purulent sputum, at intermittent 
intervals since pneumonia 5 years prior to 
admission. Progressive weakness and occa- 
sional hemoptosis. One year prior to admis- 
sion, weakness and cough so severe that she 
spent most of her time in bed. Admitted to 
tuberculosis sanatorium for 4 months, where 
diagnosis of bronchiectasis was made. Foul 
smelling sputum, marked clubbing of all 
fingers, fever 103 degrees or more if out of 
bed for a day. After removal of severely 
bronchiectatic left lower lobe, which showed 
in addition multiple abscesses, two of which 
were 114 inches in diameter, patient made 
quick recovery, but complicated by the de- 
velopment of a moderate empyema of the left 
lower chest, with associated wound infection. 
Two months following surgery, cough absent, 
wound well healed, no evidence of empyema 
or pleural fluid on x-ray, and clubbed fingers 
gone. Improvement in weight general 
strength and mental attitude very pronounc- 
ed. 


DISCUSSION 


tecent advancements in operative anes- 
thetic techniques, careful pre-operative pre- 
paration and accurate antomical diagnosis 
have reduced the operative mortality from 
pulmonary excision in bronchiectasis to less 
than five per cent. Involved broncho-pulmon- 
ary segments are now removed, depending 
upon the exact location of the ectatic bronchi 
and making it unnecessary to sacrifice nor- 
mal respiratory tissue. Convalescence is com- 
paratively rapid; patients often sit up the 
day after operation, and are usually out of 
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bed in four or five days in the absence of a 
complication ; they may get out of bed sooner 
if they so desire. 

Shortly or immediately after bronchiecta- 
tic segments have been removed, the produc- 
tive cough disappears. If the disease is bi- 
lateral, reduction in the quantity of sputum is 
striking after removal of the pathology on 
the more severe side, and some patients are 
completely symptom free, even through de- 
monstrable pathology remains on the oppo- 
site side. 

The results of excision should be directly 
in proportion to the amount of disease pro- 
cess removed. If all demonstrable bronchiec- 
tatic segments are excised, the patient should 
be permanently symptom free, for progres- 
sion to new segments is extremely rare. A 
patient with minimal disease on one side, 
may be completely symptom free after re- 
moval of his more severe contralateral dis- 
ease, and during careful follow-up over a 
period of years, it may never be necessary to 
remove this remaining, minimal bronchiec- 
tasis if the process remains quiescent. If nec- 
cessary, however, remaining pathology can 
be removed two months to a year or more 
after the first operation, depending upon 
whether it is thought that his disease has 
completely delineated itself. The patient’s 
general condition and his ability to carry on 
his needed daily activities are to be consider- 
ed. 

After the full convalescent period no re- 
strictions are placed on physical activity. One 
of our patients is now on his high school 
baseball and basketball teams. Most of our 
patients overcompensate for their previously 
restricted physical activities. 

In a follow-up of 400 patients treated med- 
ically alone, Perry and King* found the mor- 
tality rate in the group was 26 per cent over 
a period of twelve years. Of 59 patients who 
lived beyond the age of 40, only 15 per cent 
had the onset of the disease before the age 
of ten. The morbidity of inter-current in- 
fections, the danger of recurrent pneumonia, 
hemorrhages, metastatic abscesses, and the 
hazards of chronic invalidism are to be con- 
sidered worth relieving even if fatal termi- 
nation is not considered as a probability. 


SUMMARY 

1. Bronchiectasis should be seriously con- 
sidered in all patients with persistent or re- 
current productive cough. 

2. Bronchograms can easily be done on 
out-patients, and should always follow rou- 
tine chest films that show (a) persistent pul- 
monary markings at the lung bases, (b) 
slowly resolving or recurrent broncho-pneu- 
monia, (c) areas of suspected atelectasis. 

3. All patients with bronchiectasis de- 
serve surgical consideration, since medical 
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management alone is ineffective and does not 
protect the patient from fatal termination or 
purulent complications of the disease. 


1. Resection of all bronchiectatic bron- 
cho-pulmonary segments can clinically and 
pathologically relieve a patient of his bron- 
chiectasis. 
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Announcement 
A luncheon and meeting was held at the Huckins Hotel 
at 12:00 noon, April 6, of a group of professional service 
representatives, representing pharmaceutical manufactu 
ers to discuss and organize the Oklahoma City chapter 
of the Medical Service Society of America. 
The purpose of this organization is to establish better 
relationship between ourselves and our allied professions. 
By secret ballot and a majority vote the following 
officers were elected: 
President 
First Vice-President 
Second Vice-President 
Secretary 
Treasurer 


William K. Golden 
Jack Murray 
Frank R. Cotton 
William A. Cates 
Herman B, Fry 


The President made the following appointments: 
Business Manager Grear W. Shilling 
Publicity Committee H. H. Huff 

Cecil C. Cornutt 
» ie Spigener 


Max E. JOHNSON, CAPTAIN, M.C., A.U.S. 


The term “psychosomatic medicine” has 
come into use in recent years to designate a 
certain group of morbid conditions as well 
as a viewpoint, or method of approach, to- 
ward all illness. A psychosomatic disease has 
been well defined as follows: “A bodily dis- 
order whose nature can be appreciated only 
when emotional disturbances (i.e. psychologi- 
cal happenings) are investigated in addition 
to physical disturbances (i.e. somatic hap- 
penings)’’’. While this term has come into 
vogue comparatively recently, the importance 
of mental and emotional factors in illness 
has been recognized explicitly and implicitly 
since the very beginnings of medicine. This 
concept has always been recognized, though 
not formally expressed, by laymen as is evi- 
denced by expressions current in everyday 
language. Such phrases as “I felt a lump in 
my throat’, “my heart jumped”, “I can’t 
stomach that”, etc., indicate that there is 
nothing new about the idea of a connection 
between emotions and certain organs. The 
vast progress made by medicine during the 
past 140 years along lines of purely organic 
investigation has led to a predominantly or- 
ganic orientation of medical thought which 
lsonly recently undergoing some change. The 
enormous task of developing and assimilating 
the advances of organic and laboratory medi- 
tne has consumed the energies of the re- 
searcher and the practitioner alike and tend- 
ed to discourage attention to less tangible as- 
pects of illness'*. During the past generation 
& so the once extremely narrow specialty of 
Bychiatry has grown rapidly and spread 


beyond the bounds of its former restriction 
to the study of the psychoses, has passed be- 
yond the wails of the mental hospital and 
has acquired a closer relationship with other 
branches of medicine. This broadening of the 
field of psychiatry has brought about in re- 
cent years a resurgence of interest in emo- 
tional aspects of illness and deliberate scien- 
tific investigations of this inter-relation 
which previously had been merely conjectur- 
ed or implied. The extent of present day 
interest in this subject may be realized by'a 
glance at the already quite considerable lit- 
erature, and the number of papers on these 
problems presented both by psychiatrists and 
other specialists before medical societies, and 
the ever expanding volume of research ac- 
tivities. Interest in the matter has been par- 
ticularly stimulated by medical experiences 
in the armed services’. 

The basic concept of modern psychiatry 
and of psychosomatic medicine is that of the 
oneness and inseparability of body and mind, 
i.e., the concept of the total personality. We 
believe that body and mind cannot be sep- 
arated from each other, but are rather two 
different aspects of an individual and unitary 
organism. The age old idea of cleavage be- 
tween the somatic and psychic is felt by 
many to be an expression of the limitations 
of our investigative methods and not to rep- 
resent a real division. The person may be 
studied from the somatic standpoint on the 
one hand, or from the emotional or psychic 
on the other, and his reactions described ac- 
cordingly, but he nevertheless remains the 
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same individual. The psychosomatic view- 
point is that there is a constant and intimate 
relation between body and mind, and that 
consequently a study of an individual’s reac- 
tions cannot be complete where either of 
these aspects is inadequately considered‘ °* **. 
The sick person is to be regarded as an indi- 
vidual reacting with his whole personality 
and not simply as a case of this or that noso- 
logical entity. This attitude toward illness is 
not at all foreign to medical practice and has 
traditionally been expressed as “the art of 
medicine”. The practitioner has long known 
that medicines alone did not always cure his 
patients and has acted accordingly, although 
often perhaps being unaware of the implica- 
tions of his actions. 

The psychosomatic approach to illness ob- 
viously requires the giving of equal attention 
to emotional factors and to physical factors 
in arriving at a diagnosis and in carrying 
out treatment. This entails the taking of a 
much fuller and more detailed history than 
is ordinarily obtained, which will include far 
more than the bare facts of symptom de- 
velopment. The life history and emotional 
development of the individual must be gone 
into with greater or lesser thoroughness in 
order that his personality and emotional re- 
actions may be understood. Of particular im- 
portance in this connection are those envir- 
onmental influences operating during the 
first few years of life, which include the 
family history, personality of the parents, 
relations with brothers and sisters and other 
relatives, sexual development, family attitude 
toward illness, etc. The growth and develop- 
ment of the personality through later years 
to maturity must also be investigated and 
will indicate general personality trends and 
tendencies toward certain types of reactions 
characteristic of the individual. Emotional 
and mental states and influences operating 
shortly before or at the time of onset of the 
patient’s complaints and the relation of such 
factors to the varying course of the condition 
must be carefully considered. A bird’s eye 
view of the patient’s general life adjustment 
in all its aspects is to be sought? ** ™*. 

The intimate relationship between emo- 
tions and the body may be readily demon- 
strated by common and everyday examples. 
We may select such everyday experiences as 
blushing, stage fright, physical signs of fear 
and anxiety, grief, and the like, to indicate 
the very obvious and even dramatic physical 
changes which occur as the result, purely, of 
emotional actions. Anyone may add numer- 
ous examples from the normal by observation 
of others or of himself. Consideration of this 
fact, that there is emotional control over 
body functions, at once leads to an interest 
in the anatomic and physiologic mechanisms 
by which this control is mediated. A large 
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body of evidence has been accumulated point- 
ing to the great, and probably paramount, 
importance of the autonomic nervous systen: 
and the endocrine system in this mediation’. 

It has been repeatedly demonstrated that 
not only do these obvious and relatively 
superficial mind-body reactions occur, but 
also that a more deep-seated and chronic, 
even unconscious, emotional disturbance 
may, in the same manner, bring about or be 
accompanied by chronic somatic symptoms 
and physical changes. The causative emotion- 
al or psychic factors operating in a particu- 
lar instance may not at first glance be ap- 
parent but may be found on careful investi- 
gation into the patient’s personality and 
emotional life. The person himself is, of 
course, very often incompletely or not at all 
aware of the presence or importance of such 
factors. Some evidence has been produced to 
indicate the possibility that chronic emotion- 
al disturbances may eventuate, in time, in 
irreversible pathological changes'**. At the 
present time this idea is, in large part, specu- 
lative. However, the concept is not as gro- 
tesque and magical as it may first appear to 
one trained from the organic viewpoint when 
the pathogenesis of such conditions as es- 
sential hypertension and peptic ulcer are con- 
sidered. In these conditions, particuiarly, it 
would appear that chronic emotional dis- 
turbance and tension may produce, in the 
former condition, chronic arterial constric- 
tion in the body generally with resultant in- 
crease in blood pressure, and in the latter 
instance local ischemia in the duodenal mu- 
cosa which, if continued long enough, may 
lead to devitalization of tissues and acutal 
ulcer formation. The final elucidation of this 
particular problem must await further study. 


What illnesses are psychosomatic? The 
broad viewpoint may be taken that actually 
all disease is psychosomatic, ie., that in all 
illness, or rather, in every sick person, there 
are emotional and psychic factors as well as 
organic. In this sense the term may be ap- 
plied even to such characteristically organic 
diseases as the neoplastic and infectious. Not 
only do emotions cause physical changes, but 
also the presence of organic illness has its in- 
fluence on the person’s emotional state. How- 
ever, the use of the term at the present time 
is ordinarily restricted to a rather large and 
heterogenous group of disorders in which the 
emotional aspect is of particular importance. 
In this sense psychosomatic disorders may be 
segregated into two groups, one in which this 
relationship is rather well defined and under- 
stood, and the other in which such a relation- 
ship is probable but has not been so well 
demonstrated’. In the first group (those con- 
ditions in which there seems little doubt that 
emotional influences are of great or even sole 
importance) we may mention the following: 
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in the gastro-intestinal system, duodenal ul- 
cer, mucous colitis, visceroptosis, and some 
cases of constipation; in the cardio-vascular 
system, essential hyptertension and what has 
been called neuro-circulatory asthenia; in the 
respiratory system, bronchial asthma; in the 
genito-urinary system, nocturnal enuresis, 
some instances of menstrual disturbance and 
leukorrhea, impotence and frigidity; in the 
musculo-skeletal system, many cases of so- 
called fibrositis, neuritis, sciatica; in the end- 
ocrine system, exophthalmic goiter and hy- 
per-thyroidism; in the nervous system, mi- 
graine, chorea, and perhaps some cases of 
epilepsy; among dermatological conditions, 
many cases of eczema, dermatitis, psoriasis, 
urticaria; in the eyes, some cases of chronic 
conjunctivitis, and miner’s nystagmus. The 
large group of psychoneuroses also, obviously 
are psychosomatic. Among those conditions 
which probably are psychosomatic may be 
mentioned gall-bladder disease, angina pec- 
toris, allergic conditions such as hay-fever 
and sinusitis, prostatism, rheumatoid arth- 
ritis, diabetes, obesity, paralysis agitans, and 
hypochromic anemia. Certain criteria for the 
consideration of a condition as being psycho- 
somatic may be presented’. Important among 
these are the following: first, emotion as a 
precipitating factor ; second, association with 
a certain personality type; third, in most 
cases a disproportion in sex incidence; 
fourth, frequent association of these disor- 
ders with each other in the same case; fifth, 
high incidence of positive family history for 
the same or similar conditions; and sixth, a 
tendency of these illnesses to be phasic, i.e., 
to show characteristically periods of exacer- 
bation and remission. Another feature may 
be mentioned: all of these conditions will be 
noted to be those in which the etiology is 
regarded as “non-specific”. We are concerned 
here with the great host of widely prevalent 
chronic diseases which are, in the main, non- 
fatal, but productive of untold ilness, misery, 
and incapacity, which have been poorly un- 
derstood and have resisted the best thera- 
peutic efforts of physicians. Modern medical 
science and the great advances in the lab- 
oratory have provided us with a means of 
controlling or even eradicating many of the 
time honored scourges of humanity, but has 
not provided us with much in the way of 
therapeutic measures for these conditions. 
This same reduction in morbidity and mor- 
tality due to the infectious and traumatic 
diseases has served to bring into greater 
prominence the helplessness of modern medi- 
cine in the face of these chronic disorders 
productive of so much illness and unhappi- 
hess. It is here that the psychosomatic ap- 
proach to medical practice may in the future 
of very great benefit **. 
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The prevalence of psychosomatic disorders 
is very great. It has been estimated by many 
observers that at least 30- per cent of the 
patients in an average medical practice fall 
into this group. This fact has long been re- 
cognized, though perhaps expressed some- 
what differently, and it is quite common for 
the professor of medicine to inform his stu- 
dents that they can expect a goodly propor- 
tion of their practice to consist of “function- 
al” illnesses. Certainly these conditions are 
of great frequency in the armed services* * 
*™. Complete and precise statistics in this 
respect are not available, but it would appear 
that the incidence is not out of line with that 
in civil practice. This is notwithstanding 
the fact that in the military service we are 
dealing with a quite restricted and in many 
ways selected segment of the population. The 
writer’s experience has led him to believe 
that there may be a somewhat wider recog- 
nition of these problems in military service 
than in outside practice. There are a number 
of factors which may contribute to this oc- 
currence. One of considerable importance is 
the close relationship of the psychiatrist in 
an army hospital to medical officers of other 
specialties. The daily contacts and necessity 
for close cooperation and joint study of cases 
have led to a greater awareness on the part 
of non-psychiatric medical officers of the im- 
portance of emotion in illness, and, not less 
importantly, to a considerable broadening of 
the psychiatrist’s understanding of general 
medical problems. Opportunity exists in an 
army hospital for full study of patients from 
all aspects, and has produced, I believe, in 
the medical officer a willingness to consider 
illness from a broader viewpoint than that of 
his own specialty. A high incidence of psy- 
chosomatic affections ameng soldiers is not 
surprising when one considers the emotional 
upheaval which occurs to a greater or lesser 
degree in every person in his transition from 
civil to military life®’. Most individuals, of 
course, make this transition without too 
great difficulty and without the development 
of illness. However, a great many do not, and 
they react in various ways to the maladjust- 
ment. These emotional reactions include de- 
velopment of psychoneuroses with predomi- 
nantly psychic symptoms, the occurence of 
frank psychoses, psychopathic reactions 
which become disciplinary problems, and a 
great number of psychosomatic conditions. 
These reactions may occur at any point in 
the person’s army career and are related to 
the emotional traumata inevitable in military 
life. On induction into the service the indi- 
vidual is suddenly placed in an environment 
totally foreign, in most instances, to his pre- 
vious experience, and at the same time he is 
bereft of the emotional support and security 
afforded by his family, his friends and as- 
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sociates, and his occupation in civil life. He 
is subjected to regimentation and routine, 
which is particularly disturbing to persons 
reared in our individualistic society. The lack 
of privacy in barracks life, the loss of indi- 
viduality and often of recognition of accom- 
plishment, is difficult for many to accept 
without protest. The very existance of an 
army is dependent upon authority and obedi- 
ence; the soldier finds himself in one or the 
other of these situations, either of which may 
be, depending upon his personality, produc- 
tive of tension and emotional discomfort. 
Also, in military life there are a number of 
obvious incentives to illness, so that what 
may be called secondary gain from illness be- 
comes of considerable importance. In other 
words, the individual may consciously or un- 
consciously become ill for a purpose, either 
that of avoiding arduous duties or combat, 
or of attaining the eventual objective of 
separation for the service. These previously 
mentioned factors are common to military 
life as a whole. To them may be added special 
situations, such as overseas service and com- 
bat duty, which naturally increase the prob- 
lems of adjustment for the individual. Here 
we are concerned with actual threat to life 
and limb, actual physical danger and inse- 
curity, as well as the inestimable hardships, 
deprivations, and chronic unremitting fati- 
gue experienced by combat soldiers. Much 
has been said and written about combat neu- 
roses which develop under such circumstanc- 
es. It is widely recognized that such reactions 
may take the form not only of purely psychic 
phenomena, but may be expressed in the 
form of physical, ie., psychosomatic, illness. 
It has been noted repeatedly that during the 
course of recovery of a patient from an acute 
battle anxiety state, relief of the anxiety may 
be coincident with the appearance of physical 
complaints of one sort or another. Some of 
these may be in the form of purely hysterical 
conversion symptoms, but at times there may 
be physical illness such as gastro-intestinal 
disturbance, flare-up of an old sinusitis, and 
what-not™. 

A number of cases have been selected for 
presentation from the writer’s personal ex- 
perience at an army general hospital. They 
have been chosen, so far as possible, to illus- 
trate some of the different types of disorders 
as previously listed. 

CASE NO. 1. A 21-year-old Corporal was 
admitted to the hospital with complaints of 
pain in the lower back, left hip and thigh, 
and headaches of three months duration. 
Headaches began during the time the patient 
was hospitalized soon after he reached a new 
station, because of a boil in his right leg. He 
had become anxious and worried for fear 








May, 194 


that he would not pass an examination fo) 
air cadet training and might be placed i: 
a ground crew which he would not like. Th: 
patient himself attributed onset of his head- 
aches to this situation. Soon after that he 
was engaged in “rough and tumble” play in 
physical training, during which he was 
thrown to the ground, landing on his back. 
There were no immediate symptoms, but 
three days later there was severe pain over 
the sacroiliac region with radiation to the 
ieft hip and thigh which persisted. The pa- 
tient’s past history revealed that his mother 
had always been ill after his birth and had 
had numerous operations. The patient had 
always been an individual who was restless 
and wanted to “be on the go”, was intolerant 
toward routine, had changed jobs frequently, 
liked to “be his own boss”, and had little 
tolerance for authority. He was quite active 
in athletics. Examination found that severe 
pain was produced by flexion of either thigh, 
and that there was an indefinite small area 
of sensory reduction over the dorsum of the 
left foot. X-ray studies of the spine were 
negative. In this case the diagnostic possi- 
bility of herniation of a nucleus pulposus 
was strongly considered in view of the onset 
following trauma and the physical signs. It 
was felt that the patient’s personality and 
emotional reaction were of great importance, 
and he was accordingly treated from that 
standpoint. It was felt that in view of the 
emotional factor further diagnostic measur- 
es, such as lumbar puncture, to determine the 
presence or absence of disc herniation were 
not warranted. Discussion with the patient of 
emotional factors and explanation and en- 
couragement with placing of the patient in 
the reconditioning program enabled him to 
return to duty, though still with some com- 
plaints. The presence of a disc herniation, at 
any rate at the time of onset of the com- 
plaints, was considered entirely possible, but 
it was felt that the larger, part of the pa- 
tient’s actual disability was due to the as- 
sociated emotional factors. Experience has 
shown, at least in the army situation, that 
elective operations such as that for this con- 
dition, in the presence of associated per- 
sonality disorders, are quite often unsuccess- 
ful so far as relieving symptoms is concerned 
and may even be productive of further dis- 
ability, new symptoms appearing in the wake 
of surgery. Army directives have recognized 
this fact and have stipulated that patients 
considered for such measures should, where 
feasible, have neuropsychiatric appraisal be- 
forehand. While the patient was by no means 
cured, rather simple psychotherapeutic 
measures were sufficient to return him to 
further service. This case illustrates that the 
patient’s condition could not be adequately 
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understood, appreciated, or treated without 
considering both the organic and emotional 
factors. 

CASE NO. 2. A 27-year-old sergeant was ad- 
mitted to the hospital complaining of pro- 
ductive cough, nervousness, and weakness. 
He had first developed symptoms about a 
year previously when he was in a desert 
training unit, and had begun to complain of 
nasal congestion and discomfort, which were 
ascribed to dust. During the months follow- 
ing his unit was broken up and he was 
transferred first from one unit, then to an- 
other, had some periods of boring inactivity, 
and began to become increasingly dissatisfied 
with his lot. He also began to have some diffi- 
culties with his superiors and associates and 
noted increasing nasal symptoms which, he 
had been told, were due to sinusitis. He had 
received orders to a cadet training center 
when he became ill with a productive cough, 
some fever, and general weakness, so that 
he was hospitalized. A diagnosis of atypical 
pneumonia was made, and subsequently on 
persistence of productive cough, a diagnosis 
of bronchiectasis. Physical examination 
found bronchiectasis of the lower lobes con- 
firmed by bronchogram. The condition itself 
was not considered incapacitating. After a 
period in the rehabilitation program and 
therapeutic discussions, the patient improved 
both in his general symptoms of nervousness 
and weakness and in decrease of cough and 
was able to return to duty. The patient had 
previously been well, except for chorea at 
the age of ten. His parents were quite strict 
and rigid in their attitude toward their chil- 
dren, requiring strict obedience and dis- 
couraging any show of affection. The parents 
had been divorced when he was four year of 
age. He had always been somewhat seclusive, 
a “lone-wolf” type of individual, stubborn, 
with a high sense of duty, and a perfectionist 
with intolerance toward lower ideals and in- 
efficiency in others. It was felt that these 
personality traits contributed definitely to- 
ward his dissatisfaction and maladjustment 
in his assignments, which in turn led to the 
development of increased emotional tension 
and this, in addition to the development of 
the organic change of bronchiectasis, pro- 
duced his disability. Studies of cases of bron- 
chial asthma have shown that the bronchial 
musculature is under emotional control 
through the autonomic nervous system. That 
such smooth muscle spasm may influence the 
symptoms and degree of disability due to an 
actual organic process such as bronchiectasis 
is illustrated by this case. There was a rather 
direct relationship between the patient’s 
emotional adjustment and the degree of 
cough during the onset of the condition and 
during the course of his improvement. 
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CASE NO. 3. This 21-year-old soldier was 
seen as an out-patient. About one and one 
half years previously while in a training 
camp he had first noted a papular and vesicu- 
lar eruption first appearing on his leg and 
spreading within a month or so to involve 
all regions of his body. The condition was 
extremely pruritic, the source of much dis- 
comfort and annoyance, so that he was hos- 
pitalized and for many months received 
various and sundry local treatments, had 
been given adrenalin, and was found to be 
allergic to penicillin. There was some im- 
provement, and he returned to duty where he 
remained, but continued to have periods of 
exacerbation of the eruption which continued 
to itch excessively. The patient’s mother had 
died when he was 11 year of age, and he had 
become very closely attached to his father 
and had in some ways taken his mother’s 
place in the home. He was a seclusive individ- 
ual with difficulty in making. friends or per- 
sonal contacts, was very religious, and had 
conflict and dissatisfaction regarding the 
coarseness and vulgarity, as he considered 
it, of barracks life in the army. These factors 
had caused continual dissatisfaction with his 
assignments and difficulty in his general ad- 
justment. The patient had noted that increase 
in severity of his eruptions coincided with 
periods of increased anxiety and adjustment 
difficulties. The condition had been diagnosed 
as a dermatitis herpetiformis. It was felt that 
in this case there was very definite emotional 
relation to the physical condition and that 
this factor was of etiological importance in 
the onset of the complaints. This patient’s 
personality type and degree of emotional im- 
maturity made him quite vulnerable to the 
impact of the army situation, giving rise to 
this type of reaction. There seemed to be also 
an allergic factor operating in the case. The 
close relation of personality type and emo- 
tional condition to allergic states has been 
well recognized and appears to explain why, 
in many cases, an individual may be sensitive 
to a certain substance and yet present no 
allergic symptoms while another sensitive 
individual will have some manifestations of 
allergy clinically. This individual through 
encouragement and discussion has thus far 
been able to remain on duty‘. 

CASE NO. 4. A 29-year-old soldier was hos- 
pitalized because he complained of general 
weakness, low afternoon fever, pains in his 
extremities on exertion, and occasional testi- 
cular pains. This soldier had been stationed 
for many months in the Cook Islands in the 
South Pacific. After a time many soldiers in 
his unit including himself came down with 
an affection which was diagnosed as filaria- 
sis. The patient’s symptoms at onset consist- 
ed of swelling and pain in the testicles, a 
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little swelling of the legs, some burning on 
urination, and some cloudiness of the urine. 
He was hospitalized and returned to the 
United States and eventually to duty, al- 
though he continued to complain of general 
aching and weakness, reduced stamina, and 
dragging pains in the testicles. The com- 
plaints had continued so that he was again 
hospitalized. Rather extensive and repeated 
laboratory examinations were performed but 
no parasites were demonstrated. Physical 
examination was also essentially negative. 
The patient had previously been in good 
health, was a somewhat seclusive person with 
few friends, had not been married, and had 
had frequent job changes in civil life. The 
patient had remained convinced that he still 
suffered from filariasis, feared that exertion 
of any kind would bring a recrudescence of 
the symptoms, and that his sexual potency 
and fertility would suffer. Repeated assur- 
ances to the contrary and explanations of his 
condition were entirely without effect, and 
the amount of resentment which developed 
necessitated his separation from the service. 
It could not be definitely ascertained in this 
particular case whether or not acutal infec- 
tion with filariasis had occured, although that 
seemed probable. It was definitely felt, how- 
ever, that in the absence of any present clini- 
cal and laboratory indications of the disease, 
his symptoms were emotional and psychic in 
origin. It is not uncommon for such attitudes 
and obsessions regarding obscure chronic ill- 
nesses to arise. Difficulty in caring for these 
situations is increased by our ignorance con- 
cerning the disease and by the fact that it 
apparently may remain latent for long per- 
iods of time. However, little is gained by con- 
tributing to invalidism and incapacity on the 
remote possibility that recurrence of the con- 
dition might occur. Experience so far in the 
war with filariasis has indicated that the 
disease apparently dies out of itself when the 
individual is removed from an endemic area 
and that the chronic and particularly fright- 
ening symptoms, especially elephantiasis, 
occur only when there is such exposure to 
the infection for many years. The main effort 
in situations of this sort is obviously one of 
prevention of development of the defective 
attitude toward the illness. Treatment of 
such deep-seated obsessive ideas, once devel- 
oped, is exceedingly difficult'®. 


CASE NO. 5. This 24-year-old soldier had 
been returned from overseas as a patient be- 
cause of fracture dislocation of the hip sus- 
tained in a jeep accident. He had also had a 
head injury at that time and had headaches 
for about two months thereafter. The frac- 
ture healed properly, and he became ambula- 
tory, but began to complain of “stomach 
trouble” in the form of continued feeling of 
discomfort and fullness in the epigastrium 
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and at times sharp burning pain related to 
meals. He also complained of severe pruritus 
ani accompanied by constant scratching. 
These complaints had become manifest dur- 
ing recovery from his accident. Previous 
health had been good, and the background 
was unremarkable except for the fact that 
the patient considered himself to have always 
been a “nervous person”. He had been in 
combat for about four months in Germany. 
He states that he was quite nervous at first 
but after that adjusted well without undue 
discomfort. Medical investigation disclosed 
no organic disease of the gastro-intestinal 
tract; there were no changes except some 
anal excoriation due to scratching. This in- 
dividual, although giving evidence of mild 
nervousness previously, had adjusted to pro- 
longed combat duty quite well, had not had 
unusual difficulties until after his accident. 
This traumatic event and the subsequent 
hospitalization had, it is believed, disturbed 
his adjustment and emotional equilibrium 
and resulted in the expression of emotional 
tension in the form of gastro-intestinal com- 
plaints and pruritus ani. It is interesting also 
that the patient had considered himself con- 
stipated for some years. A similar chain of 
events has been noted in other individuals to 
result in the appearance of a definite anxiety 
state with dreams of combat, reaction to loud 
noises, etc., which this patient did not pre- 
sent. It seems likely that this patient’s anx- 
iety and tension was converted or drained off 
into the formation of these somatic symp- 
toms. A contributory factor, doubtless, had 
been prolonged hospitalization and invalid- 
ism due to hig fracture with inactivity which 
provides a fertile ground for emergence of 
emotional conflicts. Psychogenic involvement 
of the gastro-intestinal tract is particularly 
common since this system is so closely under 
emotional influences" **. 

The remarks about the above cases have 
indicated some aspects of treatment in these 
disorders. In the planning of treatment of 
such conditions neither the organic nor psy- 
chic aspect should be neglected, but both 
should receive adequate attention. In pursu- 
ing strictly organic measures of therapy in 
an individual with a definite emotional fac- 
tor, reasons for such therapy should be care- 
fully explained to the patient and the fact 
emphasized that such is not the whole treat- 
ment and that the emotional causes also 
must receive attention. In dealing with 
emotional factors in illness the physician 
should avoid an attitude of therapeutic 
nihilism. Although in many instances it 
may not be possible to do much toward 
changing the patient’s personality or gen- 
eral mode of reaction or to do much about 
important situational influences, neverthe 
less, usually much can be done toward help- 
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ing the patient live with his illness and be- 
come better adjusted within the limitations 
of his personality and his environment. An 
attitude of hopeful encouragement should be 
maintained by the physician, but the patient 
should be made to see that most of the effort 
must be on his own part. The majority of 
these conditions not only can, but should be, 
cared for by the general practitioner or in- 
ternist and do not require profound psychia- 
tric knowledge or special techniques. Correct 
therapy presupposes that an adequate history 
has been taken and the personality of the 
patient, as well as his present life situation, 
evaluated. On this basis the patient’s total 
adjustment is discussed with him in simple 
terms and necessary explanations given 
about his illness. The ways in which emotions 
can influence the body can be explained sim- 
ply, using examples from the normal. The 
importance of any actual disease present 
should be carefully explained to the patient. 
Definite reassurance and knowledge on this 
point may be of very great benefit to him. 
The very experience of discussing with a 
sympathetic listener personal worries and 
problems is the essential part of psychother- 
apy and in itself has the effect of relieving 
anxiety and tension. Worries and fears that 
have been kept hidden and mulled over tend 
to lose much of their importance and serious- 
ness to the patient when talked about and 
looked over in the light of day. In many in- 
stances the efforts of the physician ought to 
be along the lines of encouraging the pa- 
tient and helping him form the ability to 
live in spite of symptoms and disabilities, to 
go along even though he does have discom- 
fort and aches and pains. Sometimes etio- 
logical factors in the environment, such as 
unsuitable type of work, incompatible mar- 
riages, family differences and the like may 
be subject to alteration. Usually, however, 
not a great deal can be done from this stand- 
point, and in the end the patient should ac- 
quire the ability to get along regardless of 
the environmental influences. The patient 
should be encouraged to develop various 
means of draining off emotional tension and 
of increasing his range of interests with 
suitable hobbies and avocations. Knowledge 
of the patient’s personality type and inclina- 
tions will be of help in suggesting such ac- 
tivities. There will be cases in which such 
rather superficial measures will be unavail- 
ing, and which may have to be referred to 
a psychiatrist for more prolonged treatment 
and the use of special therapeutic measures* 


513 1¢ 


The psychosomatic viewpoint of illness is 
valuable in the treatment of almost all sick- 
hess. Regardless of what the disease is that 
a person has, he remains a person who is 
sick, and the rapidity and degree of his re- 
covery from any illness may depend on fac- 
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tors other than purely physical ones, i.e., on 
his attitudes and emotional state. Rest has 
long been, and will always remain, one of 
the prime forms of therapeusis. However, it 
is beginning to be recognized that there are 
instances in which this measure, as a good 
many other things, can be carried too far. A 
number of writers recently have expressed 
the view that too long a period of convales- 
cence has heretofore been considered neces- 
sary following surgical operations or serious 
illnesses. Experiences in the army have con- 
firmed this idea. The dangers of prolonged 
convalescence are of course greater in a sit- 
uation where there is a premium placed on 
illness, where there are important motives 
for the patient not to get well. The army has 
recognized this, and as a result convalescence 
from surgical procedures has been shortened 
considerably; the patient is got out of bed 
sooner and more quickly returned to duty. 
Not only has there been apparently no in- 
crease in morbidity because of this, but some 
organic complications of surgery have been 
felt to have been avoided. It is important in 
the military service as well as in many situ- 
ations in civil life to avoid the inculcation of 
an attitude of invalidism on the part of the 
patient and to return him to his normal ac- 
tivity as rapidly as possible, consistent with 
the patient’s good. The army has set up 
rather elaborate facilities in all hospitals for 
this very purpose. The reconditioning and 
rehabilitation units have been of enormous 
value in shortening the period of hospitali- 
zation and returning the soldier to duty in 
much better condition than was previously 
possible. There is a graduated program of in- 
creasing activity, both physical and intellec- 
tual, so that the patient is not overtaxed and 
is not given the opportunity to feel that he 
will be injured by exertion. The fact that the 
soldier is well and fit for duty when he re- 
turns to his unit and is not out of condition 
due to prolonged hospital stay and inactivity 
reduces materially the number of relapses 
and rehospitalizations. It is felt that such an 
attitude toward convalescence and return to 
normal activity is equally applicable to civil 
practice and might be productive of equally 
good results. Centers for the purpose, such 
as the army has, may of course not be feasi- 
ble, but the general viewpoint is. We are all 
familiar with individuals who “enjoy ill 
health” during a long life and who may be 
encouraged in such an attitude by well-in- 
tentioned relatives and not infrequently by 
their physicians. 

Many internists and practitioners have in- 
terested themselves particularly in problems 
of psychosomatic medicine so that it may be 
that a definite specialty of psychosomatic 
medicine will appear. This may, in a sense, 
be unfortunate in view of what many con- 
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sider the present over-specialization of medi- 
cine. The psychosomatic viewpoint is one 
which should permeate all medical practice. 
As was previously suggested, psychosomatic 
medicine may in the future offer hope of 
solving the problems of the great category 
of obscure, chronic diseases which have such 
high morbidity and for which so little could 
previously be done. It may be instrumental 
in increasing the happiness and efficiency of 
many people and enable an even higher level 
of medical care to be given. Such hopes may, 
it is true, be over-enthusiastic and even vis- 
ionary. However, the present degree of pro- 
gress has provided us with a method of ap- 
proach toward treatment which has already 
demonstrated its usefulness and practicality. 


SUM MARY 


General remarks concerning the concept of 
psychosomatic disease and the importance of 
emotion in illness have been made. The var- 
ious psychosomatic affections have been men- 
tioned and described. Cases from an army 
general hospital experience have been pre- 
sented, illustrating some of these concepts. 
The important psychological factors in ad- 
justment to army life have been mentioned. 
Treatment of these conditions has been dis- 
cussed, with stress on the importance of ade- 
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INTRODUCTION 

Peptic ulcers are chronic, benign ulcera- 
tions of the digestive tract. They occur only 
in areas which are exposed to active gastric 
juice. An acute loss of mucosa in a healthy 
stomach is rapidly repaired; an acute ulcer 
of the stomach usually gets well rapidly. A 
chronic ulcer behaves differently, indicating 
that there is some complicating factor to 
keep it from healing. A gastric ulcer is an 
oval crater in the stomach lining. Similar 
lesions occur in the lower portion of the 
esophagus, in the duodenal bulb which re- 
ceives the gastric juice from the pylorus. 
After gastro-enterostomy gastric juice flow- 
ing directly upon small intestinal mucosa 
may produce the anastomotic or jejunal ul- 
cer. 


INCIDENCE 


Peptic ulcer may occur at any age, but it 
is principally a disease of young adults. The 
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quate history—taking, and recognition of 
emotional and psychic influences in illness. 
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onset is most frequent in the third and fourth 
decades when the responsibilities of life are 
mounting’. The exact incidence is unknown’. 
Autopsy and x-ray studies have shown that 
from 10 to 12 per cent of all persons suffer 
at some time in their lives from a chronic 
gastric or duodenal ulcer*. In recent years 
post mortem studies have shown that duo- 
denal ulcers and scars occur much more fre- 
quently than gastric lesions. Duodenal ulcer 
is more prevalent in the male 4 to 1. For 
gastric ulcer the male to female ratio is 3 or 
4 to 1. In the Mayo Clinic one encounters 9 
duodenal ulcers to 1 gastric ulcer, the pa- 
tients representing the average cross section 
of the American population. Reeser and 
Guthrie’, in February issue, 1946, Military 
Surgeon, report a ratio of 14 duodenal to 1 
gastric ulcer in a series of 40,000 Army Hos- 
pital admissions. 

The increasing importance of dyspepsia 
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and particularly peptic ulcer as causes of dis- 
ability in both civilian and military life has 
been stressed in many recent reports from 
England‘, Canada’, Germany* and the United 
States’. In England it proved high during air 
raid periods and in forces having military 
reverses. In Germany, disability was preval- 
ent in war workers and in mimlitary person- 
nel before or immediately on going into front 
lines. In the United States the greatest in- 
crease in incidence of these disorders is noted 
in civilians and in the army. Hurst concluded 
that dyspepsia was the largest single disease 
in the British Army and the most important 
medical problem of this war. The incidence 
of peptic ulcer among all gastro-intestinal 
diseases in England is reported as from 35 to 
58 per cent*, in Canadian soldiers invalided 
at home 21 per cent’, in United States Army 
Hospitals from 7.2 per cent to 3 per cent”. 
In a South Pacific Combat Zone Hospital 19 
per cent. In England it has been estimated 
that 90 per cent of the patients had the con- 
dition before enlisting": while in the United 
States from 50 to 93 per cent’ had it before 
enlisting. The ratio of gastric to duodenal 
ulcers in the British Army is quoted as 1 to 
3.6"°; in the Army Hospitals of the United 
States it varies from 1 to 8, to 1 to 49". In 
the Naval Personnel the proportion was 1 to 
9°, Bockus concludes that well over 10 per 
cent of all adults of the male sex, have or 
have had an ulcer. 
PATHOGENESIS 

Exact knowledge of the cause of chronic 
peptic ulcer is lacking and it must be admit- 
ted that we may not know anything of the 
real fundamentals involved. It has been 
thought that chronic ulcer may develop from 
acute erosions. Acute ulcerations of the mu- 
cosa membrane are thought to be fairly com- 
mon, but ordinarily are healed promptly. 

The one factor which may change an acute 
erosion to a chronic ulcer and about which 
we are most certain, is the digestive action 
of the gastric juice. Normal gastric and duo- 
denal mucous membrane is resistant to gas- 
tric digestion. If, however, a localized area 
becomes devitalized or injured, it may lose 
this resistance and on exposure to strongly 
active juice a portion of tissue is digested 
away with the formation of an ulcer. Chroni- 
city results from the continuous digestive 
action on the lesion. 

Several theories have been advanced to 
explain the pre-disposing constitutional fac- 
tor or ulcer diastesis which ulcer patients 
seem to have; among them may be mentioned 
the bacterial inflammation theory, the trau- 
matic theory, the non-bacterial inflammation 
theory of Konjetzny’*; disturbance of blood 
supply, chemical inflammation theory and 
the theories implicating the nervous system 
and metabolic conditions such as hyperth- 
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roidism, diabetes mellitus; Vitamin and end- 
ocrine dificiencies have also been incriminat- 
ed. The association of ulcer with pulmonary 
T. B., syphilis, cirrhosis of the liver, acute 
appendicitis, duodenal stasis, polycythemia, 
thromboagiitis obliterans, heart disease, ar- 
terial hypertension and other infections seem 
to be purely a coincidence. The pathogenesis 
of ulcer is unsettled and none of fhe hypothe- 
sis adequately expained the complete course 
of the lesion. The following observations are 
worthy of note. Peptic ulcer occurs only in 
those portions of the digestive tract exposed 
to the action of acid gastric juice. Chronic 
peptic ulcer does not occur in the complete 
absence of acid gastric juice. Approximately 
10 per cent of the population is achlorhydric 
and is not susceptible to ulcer. The failure of 
various authors to find active chronic ulcer 
in the presence of pernicious anemia is strik- 
ing and significant. Acute superficial lesions 
can apparently occur, however, with achlor- 
hydria, but they heal rapidly and do not be- 
come chronic. The experimental evidence on 
the importance of acid gastric juice" is fully 
conclusive. Artificially produced ulcers heal 
rapidly if protected from further action of 
acid gastric juice. The clinical and experi- 
mental evidence confirms the dictum of 
Schwarz enunciated in 1910 “no acid-no ul- 
cer’. But the question, as to why ulcer occurs 
in some persons with acid gastric juice and 
not in others with equally acid gastric juice, 
remains unanswered. 

That a functional disturbance of an organ 
may in time lead to structural (organic) tis- 
sue changes, is an etiologic fact of primary 
importance, which might be the solution for 
many etiologic riddles of modern medicine. 

Bon Bergman and Westphal came to the 
conclusion that most peptic ulcers may be 
considered as complications of functional 
stomach neurosis of long standing. The etio- 
logic problem is then to establish the origin 
of the chronic functional disturbance, and 
here is where the significance of the emotion- 
al factors become obvious. Different authors 
found that certain types of persons are more 
inclined than others to peptic ulcers. Alva- 
rez'* spoke of the efficient, active Jewish busi- 
ness man, the go-getter type, as being par- 
ticularly disposed to peptic ulcer. Jones and 
Pollack”® say “the man with duodenal ulcer 
is usually of special value to industry, for he 
is over-conscientious, with plenty of drive 
and a sense of good standard of work”. Hart- 
man” claimed that the Indians of Latin 
America and the Chinese Coolies never have 
ulcers and explained this as the result of the 
stoic almost pathetic attitude, the lack of 
strain and ambition, characteristic of these 
races. According to him ulcer is a disease of 
the civilized world and afflicts chiefly the 
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striving and ambitious men of western civili- 
zation. 

The extensive nerve supply through the 
vagus, connecting the stomach with the high- 
er centers, has led many to incriminate the 
autonomic nervous system in the neurogenic 
theory of the causation of ulcer. In theory, 
nerve impulses travel down the vagus and 
spread to branches supplying the doudenal 
and gastric wall. This causes spasm of ar- 
terioles, possibly by the formation of ace- 
tylcholine at the nerve endings. Constriction 
of the vessels by spastic contraction of the 
muscularis is another theoretical mechanism. 

There results an ischemic infarction of the 
mucosa which eventually is digested to form 
an ulcer. Again these suggested mechanisms 
are only theoretical. In the intestinal tract 
the para-sympathetic system is motor and 
the sympathetic system is inhibitory. The 
sphincters are, however, inervated in oppo- 
site fashion. In gastric secretion there is a 
vagus phase and a chemical phase. In the 
latter a hormone called gastrin acts directly 
on the fundus cells of the stomach without 
nervous intervention. Histamine acts this 
way. There is an inhibitory factor present in 
the duodenum and jejunum called entero- 
gastrone which has recently been tried in an 
effort to accelerate the healing of gastric 
uleer. The true dysfunction behind this auto- 
nomic physiology remains unknown. We do 
know, however, that in gastric and duodenal 
ulcer hyper-secretion of acid is an almost 
constant concomitant finding which is indi- 
rect evidence of ‘a parasympathetic prepon- 
derance. The effect of acetylcholine secretion 
as a result of anxiety, if continued long 
enough may lower the resistance of the gas- 
tro-intestinal tract preparing the way for 
secondary invasion of bacteria, their toxins 
or other substances. This lowered resistance 
may also predispose portions of the G. I. 
tract to the effects of certain deficiency 
states. Kogan-Yansy”' defines peptic ulcer as 
a disease of the neurohumoral mechanism in 
which the vegetative nervous system and the 
glandular apparatus of the stomach plays a 
special part**. 

DIAGNOSIS 

In uncomplicated peptic ulcer the clinical 
history is remarkably constant. The patient 
complains of chronic indigestion with recur- 
ring spells which last from one to several 
weeks and yet having normal digestion be- 
tween attacks. The outstanding symptom is 
pain which is always localized and distress- 
ing. This pain has been described as hunger 
pain, heart burn, gnawing, and occurring 
with regular periodicity. Berkley Moyihan* 
have described the rhythm of gastric ulcer 
pain as follows: Food, comfort, pain, com- 
fort and then again food, comfort, pain, com- 
fort; of duodenal ulcer it is food, comfort, 
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pain and then ggain food, comfort, pain. The 
pain is usually relieved by antacid or a glass 
of milk. Occasionally the distress induces 
vomiting and this always relieves. Pain is 
believed to be caused by abnormal peristalsis 
and pylorospasm which are relieved when the 
acid is neutralized. Hyper-secretion after 
meals and at night is characteristic of peptic 
ulcer and it is as much a part of the disease 
as the ulcer itself. Consequently a knowledge 
of the acid secretion in the individual case is 
of value and the gastric analysis is important 
in the diagnosis and treatment. In the typical 
duodenal ulcer the acidity curve after test 
meal, in comparison with normal, is much 
higher and more sustained. Gastric acidity 
readings alone are not diagnostic. 

Duodenal ulcer may occur in the normal 
range of gastric acidity between 20 and 50 
and gastric ulcers occur frequently without 
hyperacidity. Free acid values above 50 indi- 
cate hyperchlorhydria. It is in this level that 
duodenal ulcers occur frequently and gastric 
ulcers may occur. But even with hyperacid- 
ity, ulcer may be absent. If the free acidity 
remains below 20, hypochlorhydria exists 
and duodenal ulcer is improbable. Gastric 
ulcers may occur at this level. If free acid 
is consistently absent from the gastric juice, 
ulcer does not occur. If correctly evaluated, 
the gastric analysis then is an important di- 
agnostic aid without which a diagnosis of 
ulcer is not sound. 

The x-ray is the most important single 
procedure in diagnosis**. Tt should include 
both fluoroscopy and films; with a small 
amount of barium the mucosa pattern is 
studied first and the wavy parallel longitudi- 
nal folds of gastric mucosa are visualized. 
With the stomach filled with barium the gas- 
tric outlines are studied fluoroscopically for 
projections and areas of rigidity or fixation. 
The diagnosis of peptic ulcer is practically 
certain when a characteristic crater is dem- 
onstrated. Gastric ulcers tend to occur along 
the lesser curvature so it is usually not diffi- 
cult to bring the profile of the barium filled 
niche into view. With small amounts of bari- 
um the enlarged rugae may be seen radiating 
from the city of the ulcer. The demonstration 
of an ulcer crater in the duodenum is more 
difficult but has the same diagnostic signifi- 
cance. The use of the pressure cone or spot 
film technique makes it possible in some in- 
stances to demonstrate craters which are not 
seen in the routine examinations. 

The demonstration of occult bleeding is at 
times of diagnostic value, but it is not essen- 
tial for the diagnosis of active ulcer, indeed 
occult blood is usually absent from the stool. 
Not infrequently, however, marked anemia 
is seen in patients who have not vomited 
blood or observed passage of tarry stools. 
Thus the value of feces examinations and 
blood count. 
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TREATMENT 


The management of a patient with simple 
uncomplicated peptic ulcer whether gastric 
or duodenal must by necessity be treated on 
an empirical rather than on a rational basis, 
the etiology and pathogenesis of the affection 
being unknown. Many programs have been 
evolved but until the disturbances responsible 
for its occurrence and until its pathological 
physiology are determined, none of the pro- 
cedures can be regarded as on a truly scien- 
tific basis. The principles of therapy are bas- 
ed on results and varied experiences. 


test is the primary principle of treatment. 
Three to six weeks period of hospital care is 
desirable. This improves the patient’s general 
health, promotes healing and the patient 
learns to follow a regime. The physical and 
nervous relaxation obtained with bed rest, 
in congenial surroundings, is the important 
factor which promotes a return to normal 
gastric physiology. The outdoors, fresh air 
and sunshine are helpful measures. 

The second principle is a diet which does 
not mechanically injure new formed mucosa, 
stimulate gastric secretion or interfere with 
motility and yet supply an adequate amount 
of protein, vitamins and minerals. 

The third principle is the neutralization of 
acid and gastric juice. If this is kept neutral- 
ized or at a low level, healing of the ulcer is 
promoted. Hourly milk and cream, supplies 
protein which neutralizes acid, and fat, 
which depresses gastric secretion. The Sippy 
diet consisting of additional feeding of al- 
buminous foods, largely milk and egg dishes, 
at two hour intervals supplies callories and 
furnishes constant neutralization of acid. 
Rest and diet will relieve symptoms for many 
patients without any supplementary mea- 
sures to control acidity. Complete neutraliza- 
tion is not necessary for healing in many 
cases, but there are some that require antacid 
drugs for relief of distress and for healing 
of the ulcer. For efficient neutralization a 
non-absorbable antacid like aluminum hy- 
droride gel can be prescribed. The usual dose 
is 2 teaspoonsful. Neutralization therapy in 
the hospital is based upon the chemical re- 
action of the acid juice. Frequent stomach 
aspiration may be used to determine the ef- 
fectiveness of the treatment and serve as a 
guide for adequate dosage. The amount of 
night secretion of acid should be estimated 
and controlled. Before the patient is dis- 
charged the regime is changed to three meals 
aday, the menu is quite liberal. For break- 
fast there may be orange juice, eggs, bacon, 
toast, butter, jelly and coffee. For main meal 
at noon, creamed soup, lamb chop, bread, 
butter, baked potato, puree vegetables, pud- 
ding and milk. The evening meal should be 
lighter: Milk-toast, gelatin or cooked fruits, 
Sponge cake and milk. The regime of milk 
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and cream with raw eggs or antacid is con- 
tinued between meals for six months to a 
year. In a year’s time milk only is used be- 
tween meals and an antacid at bedtime. 
Alcoholic beverages are taboo, alcohol is a 
strong stimulant to acid secretion. As to to- 
bacco it is said that after smoking the aver- 
age acidity is definitely higher. Theoretically 
nicotine may also cause capillary spasm in 
the ulcer bearing area. Recurrent flare ups 
of ulcer activity are often associated with 
acute infections. Ulcer patients should then 
be put to bed and maintain complete ulcer 
regime for the duration of any acute illness. 
Rest and recreation are important and the 
psychological factors should not be neglected 
for at present time, great emphasis is being 
placed on the psycho-somatic medicine, in 
general. Briefly then we should strive to ob- 
tain relief from pain, relief from physical, 
mental, emotional strain and adequate nu- 
trition®®. Lt. Col Garnett Cheney” outlined 
a new type of ulcer diet on the basis of a 
deficiency of an anti-ulcer factor designated 
as vitamin U, known to be effective in pre- 
venting or curing gastric ulcer in experi- 
mental animals. The special dietary regime 
was based on the usual convalescent or gas- 
tric ulcer diet with the addition of certain 
specific substances known to contain the anti- 
ulcer factor. The diet included six eggs daily, 
two soft boiled eggs for breakfast and four 
uncooked in egg nog as shown in the sample 
diet. 50 grams of butter, 30 grams of peanut 
butter, 30 cc. of olive oil and certain fresh 
greens were also included. In addition to 
these specific foods the patient also received 
one helping of tender meat and orange juice 
and tomato juice daily and soft vegetables 
were not pureed. The diet consisted of pro- 
tein 150 grams, carbohydrates 50 grams, and 
fat 200 grams for a total of 4200 callories. 
With this diet were administered special 
medications: Cerophyl tablets, made from 
green grass stalks and rich in anti-ulcer fac- 
tor, were given daily; stomach extract in the 
form of ventriculin was also given. Bile salts 
were given not only to promote the absorp- 
tion of the fat soluble factor, but also because 
it possibly has an anti-ulcer factor similar to 
cerophyl and ventriculin. No other medical 
therapy was given except an occasional alka- 
line powder and a mild sedative at bedtime. 
This type of treatment was used on individu- 
als with a diagnosis of gastric or duodenal 
ulcer who have not responded satisfactorily 
to previous conventional anti-ulcer therapy 
of restricted diet, antacids, anti-spasmodics 
and sedatives. Eighty-seven per cent of the 
patients treated with the above regime of 
Cheney were clearly benefitted and the 
author concluded that the result suggests a 
disturbance in nutrition may be a factor in 
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percipitating symptoms or in retarding heal- 
ing in certain cases of peptic ulcer. 
PATHOLOGY 

The clinical course and complications o‘ 
peptic ulcer are inherently associated with 
the pathologic anatomy of the lesion. A sec- 
tion through an acute ulcer shows the de- 
struction of the mucous membrane with 
formation of a shallow crater. The base is 
covered by a fibrinopurulent exudate. The 
muscle layer is not involved. In a chronic 
ulcer, a deep crater is found involving the 
mucous membrane and extending down 
through the muscularis. Over-hanging edges 
and a large amount of blue staining connec- 
tive tissue about the lesion are characteristic. 
Healing of an ulcer begins with epitheliali- 
zation of the floor of the crater. Connective 
tissue fills in beneath and around the ulcer 
which decreases in size and depth until only 
a depression in the mucosal surface remains. 
This marked scar tissue reaction is responsi- 
ble for the anatomical distortion associated 
with chronic ulcer. The development of a 
chronic callous ulcer begins with a devitaliz- 
ed area which is eroded to form a crater. The 
contraction of scar tissue causes a drawing 
in of the duodenal wall. 


MANAGEMENT OF COMPLICATIONS 
The clinically important complications of 
peptic ulcer are: Perforation, hemorrhage, 


stenosis and malignant degeneration. Of 
these, perforation is primarily surgical, but 
the internist must make the diagnosis 
promptly before referring the patient to a 
eompetent surgeon. Crile and Crile noted the 
incidence of perforation in 8 per cent of their 
series of cases of ulcer, 59 per cent are duo- 
denal perforations, 26 per cent gastric and 
pyloric 15 per cent. If the ulcer is on the 
posterior wall there is extension into the 
pancreas. A large majority of acute perfora- 
tions occur while the patient is at work, it 
rarely happens while at rest or while the pa- 
tient is following treatment. If the gastric 
ulcer perforates posteriorly or into the gas- 
tro-hepatic omentum a localized abscess con- 
necting with the stomach results. Pain which 
is not controlled by the usual therapeutic 
measures, tenderness, fever and leukocytosis 
are common manifestations. Perforation of 
an anterior wall ulcer permits sudden out- 
burst of gastric contents into the free ab- 
dominal cavity. There is sudden agonizing 
pain, profound shock, characteristic board- 
like rigidity of the abdomen. The diagnosis 
is supported by history of indigestion and 
by x-ray of the abdomen in the upright po- 
sition, which shows free gas under the dia- 
phragm. Immediate operation is indicated. 
OBSTRUCTION 

Pyloric obstruction is one of the complica- 
tions that result from chronic ulcer with 
cicatrix formation. The outstanding symp- 
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tom of this condition is vomiting of large 
quantities of stomach content at fairly regu- 
lar intervals. The stomach may retain food 
for several days and become markedly dilat- 
ed. When this difficulty is of long standing 
and is the result of rigid scarring of the 
chronic ulcer, surgical relief is necessary. 
HEMORRHAGE 

According to T. Grier Miller®’, hemorrhage 
is as strictly a medical problem as is perfora- 
tion a surgical one. The results from medical 
management of bleeding peptic ulcer are now 
so satisfactory, that only in the rarest in- 
stances is there any justification for an im- 
mediate surgical consultation and that when 
some additional complication is suspected. 
Later when the bleeding has ceased operation 
is frequently indicated, especially if more 
than one hemorrhage has occurred. From 26 
to 25 per cent of all patients with ulcer ex- 
perience massive bleeding at some period. 
The prompt feeding regime for the treatment 
of bleeding ulcer, advocated by Lenhartz, by 
Adresen and in 1934 by Meulengracht, has 
been adopted in many clinics throughout this 
country. Soper of St. Louis has condemned 
the procedure as unscientific and yet reliable 
statistics by Miller, Elsom, Finsterer, Kirsh- 
ner and Palmer show a much lowered death 
rate from hemorrhage. Fatal hemorrhage is 
practically always arterial in origin. It is 
inevitable that death will occur in a few 
cases of bleeding ulcer, usually those in older 
people who have a large open sclerotic vessel 
in the base of the ulcer. But on the basis of 
analogy it would seem that the number is 
exceedingly small, surely far less than would 
result if surgery were employed in all of 
these severe cases. Furthermore, it wou! 
seem possible to explain the lessened mortali- 
ty in promptly fed cases, as compared to 
those treated by starvation, on the basis of 
an adequate diet which maintains nutrition 
throughout the period of shock, of a sufficient 
fluid intake, which also combats shock and a 
freedom from anxiety which has been a 
marked characteristic of all the cases treated 
by prompt feeding. When the patient is fed, 
it is rarely necessary to use morphine which 
has a tendency to keep the gastric duodenal 
musculature relaxed. Whatever the explana- 
tion the present results seem definitely to 
justify the so-called Meulengracht regime”. 
In addition to the prompt feeding, blood 
transfusions, blood plasma, amigen, ferrous 
sulfate and sodium luminal are used as indi- 
cated ; the latter is preferred instead of mor- 
phine. In such a program the bleeding may 
continue for some days, but since the patient 
is comfortable, is not in shock and the blood 
loss can be cared for by transfusions, one 
should not lose confidence in the regime. 
Eventually in almost all cases the hemor- 
rhage ceases. In order to detect continued or 
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repeated hemorrhage, the blood pressure and 
pulse rate are recorded every half hour. A 
fall in blood pressure and rise in pulse rate 
occur coincident with a hemorrhage. If there 
is no further bleeding normal levels are 
gradually restored. Persistent hemorrhage in 
spite of treatment is extremely serious. The 
high risk of surgery under these circum- 
stances must be accepted when the ligation 
ot the bleeding vessel becomes of the utmost 
urgency. 


MALIGNANCY 


The complication of malignant degenera- 
tion in a peptic ulcer deserves appropriate 
emphasis, since the mere suspicion of such 
a change is always an indication for prompt 
surgical removal of the affected area. For- 
tunately only gastric ulcers become malig- 
nant and a relatively small percentage of 
them, perhaps not more than 5 to 10 per cent. 
Palmer*® doubts if any peptic ulcer, primarily 
benign, ever develops this complication, be- 
lieving that the malignant ones are so from 
the beginning. In any event, malignant ulcer 
of the stomach with roentgenological findings 
that cannot be differentiated from those of 
a benign lesion, does occur and so in treating 
every gastric ulcerative lesion, the possibility 
of malignancy of the gastric ulcer must be 
different from that of the duodenal one. 
Every such gastric case should be re-examin- 
ed roentgenologically after two or three 
weeks and, unless all the indications are then 
favorable, the patient should be hospitalized 
for another short period of medical therapy 
on a stricter basis and for a complete exami- 
nation. Unless the latter investigation and a 
third x-ray study clearly suggest that the 
lesion is benign, he should be subjected to 
surgery. Additional x-ray and gastroscopic 
follow-up should be had from time to time, 
until the lesion has healed. 


From this general review of the medical 
aspect of peptic ulcer it is hoped that certain 
important features have been adequately em- 
phasized, namely: The increasing incidence, 
the unsettled pathogenesis, the basis for ade- 
quate and effective treatment and the early 
een of the more serious complica- 
ions. 
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DOCTOR HOPPS: The case for consideration 
this morning illustrates some of the difficul- 
ties which the urologist frequently encount- 
ers in his patients. The primary disease from 
which this man suffered is obvious to us all 
after studying the protocol. Our primary con- 
cern here is to determine the various com- 
plications which arose in this case, the me- 
chanicism of their development and, in 
retrospect, to see what might have been done 
to save this man’s life. Dr. Akin will present 
the clinical aspects of the case. 


PROTOCOL 

Patient: T.F.T., white male, age 59; ad- 
mitted May 22, 1945, died June 11, 1945. 

Chief Complaint: Bilateral costovertebral 
pain, nocturia and “interrupted urinary 
stream”’. 

Present Illness: The patient stated that for 
the last ten years he had had intermittent 
attacks of costovertebral pain. These were 
mild, early, but in the last three years they 
had become much more severe. They were 
sharp and cutting, lasting a few minutes and 
followed by dull pain for a day or more in 
the costovertebral angles. An x-ray examina- 
tion made in Tulsa, Oklahoma, one month 
before admission had revealed kidney stones, 
and the patient was referred to the Univer- 
sity Hospitals. 

Past and Family History: Noncontribu- 
tory except for past history related above. 

Physical Examination: This well develop- 
ed, well nourished man appeared to be of 
the stated age of 59 years. He did not appear 
acutely ill. The head, chest, and heart were 
negative. The blood pressure was 115/70, 
pulse rate 70 and regular. The abdomen was 
negative. There was no tenderness in the C-V 
angles. The prostate was of normal size. The 
genitalia were normal. 

Laboratory Data: The urine had a specific 
gravity of 1.022 and was acid. There was no 


albumin nor glucose. The sediment contained 
many white blood cells and an occasional red 
blood cell, but no casts. The hemoglobin was 
11 Gm. with 4,100,000 red blood cells and 11,- 
600 white blood cells with 78 per cent neutro- 
phils. A roentgenogram on May 23, 1945 re- 
vealed bilateral urinary calculi. 

Clinical Course: After an uneventful per- 
iod, the patient underwent a left nephroli- 
thotomy on June 6, 1945. He went into shock 
during the operation, but recovered following 
supportive therapy. Penicillin therapy was 
begun. On June 8, 1945 he vomited his lunch 
and developed abdominal distention. A Wan- 
gensteen apparatus was inserted and was 
kept in place. His condition was poor. On the 
afternoon of June 11, 1945 the patient sud- 
denly became much worse. His temperature 
was 106 (R), his pulse rate 152 and his 
respiratory rate 56, with a blood pressure of 
40/10. He was gasping and cyanotic, and 
complained of epigastric pain. Crepitant 
rales were heard over the right lung base. 
In spite of plasma and stumulants, he died 
seven hours later. 


CLINICAL DIAGNOSIS 


DOCTOR AKIN: This patient entered our 
hospital with a diagnosis of renal lithiasis, a 
diagnosis which was promptly confirmed by 
our roentgenographic studies. I sheuld em- 
phasize that we performed intravenous pye- 
lograms and that we never seriously con- 
sidered retrograde studies because so often, 
in cases of this sort, if ureteral catheters are 
introduced into the renal pelvis, one may dis- 
lodge small calculi which may then produce 
an acute ureteral obstruction, ureteral colic 
etc. A cystoscopic examination was done and 
we observed a moderate excretion of dye 
from the left ureter, but none from the right 
from which we concluded that the right kid- 
ney had little function. The patient had com- 
plained of more pain on the right side than 
on the left and our x-ray visualization indi- 
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cated that stones were more numerous and 
more widely scattered on the right side. On 
the left side there were about nine stones 
contained, for the most part, in the lower 
portion of the pelvis and the calices at the 
lower pole. For these reasons a left nephro- 
lithotomy was performed and nine stones 
were removed. It was necessary also to make 
an incision in the pelvis in order to remove a 
large stone present here. The major question 
in clinical management was whether or not 
to treat this man conservatively with various 
chemotherapeutic agents and with supportive 
therapy. If he had not had this severe pain 
it would have been our choice to have follow- 
ed the conservative course. It was our opin- 
ion however that if we could remove the 
stones from that kidney with the best renal 
function we would provide some relief from 
pain and, at the same time, reduce the possi- 
bility of subsequent renal failure and death 
from uremia. I am quite sure that there was 
already established a severe infection of the 
right kidney, whereas on the left the infec- 
tion complicating lithiasis was not so exten- 
sive. It was my feeling that removal of the 
stones would provide a much better oppor- 
tunity for penicillin to alleviate this infection 
in the left kidney. Had the patient responded 
in the manner that we anticipated we would 
probably have done a right nephrectomy at 
some later date inasmuch as the only func- 
tion of this kidney was in serving as a serious 
focus of infection. 


CLINICAL DISCUSSION 

QUESTION: What about the occurrence of 
hypertension in patients such as this? 

DOCTOR AKIN: That’s a problem that is 
very difficult to evaluate. Experimentally 
there is no question but that renal ischemia 
may cause hypertension and I see many in- 
stances of renal hypertension in my practice. 
The peculiar thing however is that we see 
patients, such as this one for instance, who 
certainly must have renal ischemia and yet 
there is no hypertension. On the other hand 
we see patients with what may appear to be 
an almost identical renal lesion which is as- 
sociated with hypertension. I have concerned 
myself with this problem for some time and 
must admit that in the case of many types 
of renal disease I know of no criterion by 
which the renal lesion can be evaluated as 
to whether it will or will not cause hyper- 
tension. I should say about this particular 
case that approximately half of patients such 
as this will exhibit hypertension. I should 
like to hear more about this from Dr. Hopps. 

DOCTOR HOPPS: The first thing we must 
consider in this problem is whether or not 
the lesion in question actually produces renal 
ischemia. This is a very difficult thing to 
evaluate clinically since the size and shape 
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of the kidney or the extent of pelvic dilata- 
tion need not correlate directly with renal 
ischemia. Furthermore, it has been adequate- 
ly demonstrated that biologic variation with- 
in a single species allows a wide variation in 
the extent of renal ischemia tolerated before 
hypertension complicates the picture. I be- 
lieve that it is this latter consideration which 
explains the variation described by Dr. Akin. 
I should say that the renal physiologists have 
devised methods by which glomerular blood 
flow, tubular mass, etc. can be accurately 
evaluated. Such observations are of course 
clinical and give us very valuable informa- 
tion. They are too elaborate for general use 
however. 

QUESTION : In regard to the origin of renal 
stones in this case, do you thing that a pri- 
mary metabolic disturbance was at fault? 

DOCTOR AKIN: The serum calcium was 11 
and the phosphorus 3 mg. per cent in this 
case. This is probably within the normal 
range and although it is rather a crude index 
to mineral metabolism it tends to eliminate 
such gross metabolic abnormalities as would 
result from an adenoma of the parathyroid 
gland etc. In most cases of this sort, obstruc- 
tion and or infection are important from a 
causative standpoint. Such causes, if they 
existed, were obscured at the time we saw 
this patient. We cannot rule out a metabolic 
factor. 

ANATOMIC DIAGNOSIS 

DOCTOR HOPPS: Our first objective was to 
find the thing that actually precipitated 
death. Terminally, there was a marked rise 
in temperature and, according to the clinical 
history, the terminal event was of short dur- 
ation. From this data we anticipated the pos- 
sibility of pulmonary embolism and we were 
not disappointed. Although the pulmonary 
artery proper was widely patent and con- 
tained only fluid blood, both the left and right 
major pulmonary branches were completely 
obstructed by thrombotic emboli. These were 
composed of several fragments which, when 
unfolded, represented a total length of 24 
cm. with a maximum diameter of 1.5 cm. 
A 28 cm. thrombus of similar appearance 
was expressed from the right iliac and fe- 
moral veins. There was no evidence of phle- 
bitis here, nor was the right leg edematous. 
Pulmonary embolism is much more often a 
complication of phlebothrombosis than of 
thrombophlebitis for two reasons: (1) the 
very fact that there is inflammation allows, 
as a rule, for more rapid fixation of the 
thrombus by fibrous tissue extending from 
the vein wall into the thrombus and (2) with 
thrombophlebitis there is pain and edema 
which allows early recognition of the lesion 
and treatment either by rigid mobilization 
of the part or ligation of the affected vein 
at a point above the site of thrombosis. In 
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our clinical pathologic conferences we have 
presented a number of cases of fatal pul- 
monary embolism and I hope that it brings 
about a constant realization of the import- 
ance of this problem. Pulmonary embolism 
is, 1 believe, the most important complication 
following abdominal operations and yet there 


is a great deal which can be done to prevent 
such tragedies. 


To turn our attention to the kidneys, ex- 
actly how much damage had resulted from 
the renal lithiasis and infection? How much 
renal ischemia had resulted? Is there a rea- 
son why this man should or should not have 
had hypertension? The one blood pressure of 
115/78 given in the protocol may mean noth- 
ing in so far as previous history is concerned. 
A week or a month before his blood pressure 
might have been 250/130. We often see a 
dramatic reduction of blood pressure in pa- 
tients who are acutely ill and who are suf- 
fering moderate cardiac or peripherovascular 
failure. From our necropsy findings we can 
state, with considerable assurance however, 
that this man did not have a significant de- 
gree of hypertension. His heart weighed 300 
grams which is, if anything, slightly less 
than normal. Any time a person has hyper- 
tension which persists for at least a few 
months there will result either cardiac hyper- 
trophy or dilatation and failure. Further- 
more we have another valuable criterion for 
the postmortem diagnosis of hypertension in 
the development of a very characteristic hy- 
perplastic “sclerosis” of arterioles and small 
arteries. Such changes were not exhibited by 
this patient. I emphasize the hypertensive 
aspect of this case because, in my mind, this 
is by far the most interesting problem here. 
Frankly, from an evaluation of the kidneys 
alone I would have been willing to make a 
sizeable wager (and give odds) that this man 
did have hypertension, and yet I am com- 
pletely satisfied that such was not the case. 
The right kidney had been converted to a 
thin walled multilocular sac filled with 
stones. In many areas the parenchyma was 
thinned to 2 or 3 mm. The left kidney ap- 
peared markedly swollen and dark red. The 
bulk of this, however, was made up of clotted 
blood lying between the renal capsule and 
the parenchymal surface. I shall not give a 
detailed histopathological description. Suffice 
it to say that the right kidney was practically 
functionless as Dr. Akin had assumed and 
that the left exhibited considerable inter- 
stitial fibrosis with marked parenchymal 
damage—the result of old healed and chronic 
active pyelonephritis. There was every indi- 
cation of rather severe renal ischemia in this 
single functioning kidney and by all the rules 
and regulations that I know, this man should 
have had hypertension. 
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DISCUSSION 

DOCTOR AKIN: Why do you think this man 
developed thrombosis of the femoral vein? 

DOCTOR HOPPS: I believe that we have 
pretty well ruled out an infectious basis. The 
patient was kept quiet in bed, he had had a 
major operation which involved trauma to a 
lot of tissue and he, during his operation, 
suffered a severe drop in blood pressure. This 
furnishes adequate basis for (a) slowed cir- 
culation and (b) increased clotting tendency 
of the blood. It was probably a combination 
of these two factors that allowed the phlebo- 
thrombosis which ultimately caused the pa- 
tient’s death. 

DOCTOR HALPERT: Phlebothrombosis is con- 
siderably more common in the left iliac and 
femoral veins (as in this case) because the 
left common iliac vein runs behind the artery 
and is thus compressed. This favors a slowed 
circulation. 

DOCTOR AKIN: It is becoming increasingly 
popular to use an anticoagulant such as di- 
coumarol to forestall such complications as 
this case illustrates. I have not used them in 
cases of this sort because of the great hazard 
of postoperative bleeding. This is especially 
true following transurethral resection of the 
prostate. 

QUESTION: Have you used fibrin foam in 
these cases? 

DOCTOR AKIN: No, I have not. 

DOCTOR HOPPS: Regarding the use of anti- 
coagulants in cases such as these, coagulation 
time does not have to be markedly elevated. 
Many reports indicate that a relatively slight 
increase, one that carries very little hazard 
in so far as postoperative hemorrhage is con- 
cerned, is usually enough to shift the balance 
against thrombus formation. 

DOCTOR AKIN: This case poses a very im- 
portant research problem and one that might 
well fall within the scope of the proposed 
research institute at the School of Medicine. 
That problem concerns the formation of uri- 
nary calculi. It is all very well to speak about 
the role of calcium, phosphates, urates etc. 
in such formation, but the matter is much 
more complex than that. Its solution probably 
lies in the field of colloidal chemistry in that 
it isn’t so much what the stone is composed 
of as what holds it together and allows its 
continued growth as a solid constituent 
rather than the precipitation of fine particu- 
late matter which could easily be swept out 
by the urine. 





Former Gorham Man Stabed in Throat 

Dr. Don D. Cornell, 39, a physician at Gorham from 
November, 1942, to June, 1943, was found dead on the 
highway at Milton, Mass., Friday, April 5, a stab wound 
in his throat, the Associated Press reported. Dr. George 
Dalton, Milton medical examiner, said a sealpel was 
found near the body and that he would perform a 
autopsy. Police at first believed Dr. Cornell was the 
victim of a hit-and-run driver. 
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Introduction: Mr. President, graduates of 
the University of Oklahoma School of Medi- 
cine, ladies and gentlemen: Probably few if 
any convocation statements addressed to 
graduates in medicine fail to link the con- 
cepts of high privilege on the one hand and 
heavy responsibility on the other. In this I 
too shall adhere to tradition although much 
of what I wish to discuss is controversial and 
too new to constitute tradition. Although you 
who are graduating encountered the difficul- 
ties of acceleration, increased enrollments 
under depleted faculties, and uncertainties 
regarding your immediate future, your priv- 
ileges were several. You were judged qualified 
to enter professional studies in a field where 
the competition for places is unequalled else- 
where; for every two students admitted to 
medical schools in this country, three appli- 
cants are judged unqualified and fail to gain 
admission. Furthermore, you studied in a 
country whose medical education is unexcell- 
ed anywhere in the world. The destruction 
of educational facilities by the war is only 
partly responsible for this condition. Recent- 
ly Dr. Wilburt C. Davidson, dean of Duke 
University School of Medicine, who has had 
wide experience in European medical schools 
over a period of years, stated' that in Ger- 
many, too long regarded as the mecca for 
graduate and postgraduate instruction, medi- 
cal education has been static for over thirty 
years. Very few countries abroad provide 
even an approximation to what medical stu- 
dents, interns and residents in this country 
take for granted. In the war just finished, 
there was an extremely low death rate from 
disease and wounds in our armed forces. This 
is ascribed by Dr. Perrin Long? of Johns 
Hopkins University, not to sulfa drugs (the 
development of which has depended so much 
on Dr. Long’s research) or to penicillin or 
plasma, but primarily it was due to the high 
taliber and excellent education of our medical 
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officers. Without belaboring this point of 
your privileges, I may also state that medical 
education in this country occupied an espec- 
ially favorable position by comparison with 
the sciences generally. The army forces and 
the Selective Service System of this country, 
unlike England or Russia, for example, have 
unwisely prevented the training of science 
students generally, and for the past two 
years, of premedical students as well. Of all 
the peacetime educational pursuits, that of 
medicine (in addition to theology) was re- 
cognized even by the military, even in this 
country, as an indispensible educational pro- 
gram despite the waging of total war with 
its tremendous manpower demands. 


The companion of your privilege, your re- 
sponsibility, is equally great. The challenge 
you face is larger than that faced in past 
years, for you are responsible not only for 
the practice and advancement of the pro- 
fession and science of medicine, but for the 
solution of a major social problem as well; 
an improved distribution of medical care, so 
that the services of hospitals and physicians 
will be available to all who need and want 
them. 


Maldistribution of Medical Care: The war 
brought the maldistribution of medical care 
into sharp focus, since approximately half 
of the actively practicing physicians in the 
United States were employed in caring for 
the ten or eleven million men in the armed 
forces, leaving the other half, consisting 
mainly of older age groups and the physically 
less qualified or active physicians, to care 
for 120 million people, eleven or twelve times 
the numbers in the armed forces. The overall 
shortage of civilian physicians was aggra- 
vated by acute local deficiencies. Initially, the 
strong-arm recruiting policies of the Army 
and Navy left large areas with far too few 
or no physicians. It was easiest for the armed 
forces to recruit officers from economically 
ill-favored areas, where previous shortages 
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were most pronounced. Consequently, those 
states which could least spare physicians pro- 
vided their quotas of medical officers earliest 
and exceeded them with alarming rapidity. 
This hand-to-mouth policy of the military 
was later checked by the Procurement and 
Assignment Service for Physicians, by curb- 
ing wholesale recruitment of medical officers 
from medically deficient areas and stimulat- 
ing it in areas with higher physician-popula- 
tion ratios. 

Although the maldistribution of physicians 
and medical care was accentuated by the war, 
it has always existed and will remain a prob- 
lem to be solved even now when the war is 
over and physicians are returning to civilian 
life so rapidly that two-thirds of the medical 
officers will have been discharged in less than 
a year after V-E day. 

The availability of physicians and medical 
are geographically is largely an economic 
problem; a listing of the states in the order 
of increasing ratios of hospital beds to popu- 
lation serves also as a listing of states in the 
order of increasing per capita income. The 
poorer states and counties have fewer phy- 
sicians and hospitals than the richer, just as 
they have fewer cars, telephones and bath- 
tubs. Similarly, the rural communities, in 
general, can support fewer physicians than 
the economically more favored urban cen- 
ters, unless assisted financially. 

This economic problem is much more com- 
plicated than simply that of physician in- 
come. The state, county or area unable to 
provide a physician with an adequate income 
is also unable to provide other things, some 
of which may be more important to the phy- 
sician than income alone. Medically deficient 
areas are likely also to lack homes, schools 
and churches of good quality as well as good 
stores and roads; there is likely also to be a 
dearth of stimulating professional and in- 
tellectual contacts. It is important to remem- 
ber that these factors may influence the lo- 
cation of a physician fully as much as the 
size of his income or even the presence or 
absence of hospitals and other facilities for 
the diagnosis and care of the sick. 

Apart from these factors, the mere density 
of the population, rich or poor, influences 
the distribution of physicians especially in 
the case of specialists. A physician who has 
spent years of training in surgery will not 
locate in a region whose population is too 
sparse to provide sufficient cases requiring 
surgical attention. His surgical skill and 
judgment deteriorate unless they are employ- 
ed constantly. Within the area served by the 
specialist there must be enough pregnant 
women to occupy an obstetrician and enough 
sick children to occupy the pediatrician. 
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The attack upon these problems, which you 
These generalities apply no matter how 
wealthy the iinhabitants of the area may be. 
as physicians must make, should be in more 
than one direction. Construction of hospitals, 
diagnostic facilities and public health units 
on the one hand, are the most important and 
most promising developments currently oc- 
cupying the attention and efforts of physi- 
cians and others interested in improving the 
quality of medical care in this country. 

Hospital Surveys and Construction: Rep- 
resenting the American Medical Association, 
its House of Delegates, its Board of Trustees 
and its membership of 125,700 physicians, | 
appeared before the Senate Committee on 
Education and Labor a year ago, and the 
House Committee on Interstate and Foreign 
Commerce two weeks ago in support of the 
Hill-Burton Hospital Survey and Construc- 
tion Act. This measure has passed the Senate 
and may pass the House and become law. 
The bill provides for a program of federal- 
state collaboration to survey local hospital 
needs by the states, to develop comprehensive 
state plans for hospital construction to meet 
these needs, and to give financial assistance 
to the states to carry out the plans. The bill 
provides for the allotment of 375 millions 
of dollars over a five year period for the con- 
struction and equipment of hospitals and 
public health centers; this sum will be sup- 
plemented by state funds, on a sliding scale 
depending on the financial resources and the 
needs of the various states. In all, probably 
more than a half billion dollars will be ex- 
pended in this program in the next five years 
should the measure become law. This figure 
may be compared with an estimated evalua- 
tion of five billions of dollars for the 6611 
hospitals (with 1,729,945 beds) in this coun- 
try listed as registered hospitals by the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association. It has further 
been estimated that these hospitals will spend 
at least a half billion dollars and perhaps a 
billion dollars for expansion and replacement 
when materials become available. No one 
knows the construction and equipment costs 
of entirely new hospitals now being planned 
independently of federal aid. Such funds 
from private sources will supplement the 
considerably smaller sum provided for con- 
struction of new hospitals under the program 
of the Hill-Burton Bill. There has been a criti- 
cism that the federal contributions under this 
bill are inadequate to meet the needs. The 
obvious answer to this belief is that no one 
knows now just what the needs are in the 
various states, counties and communities. 


Fortunately the sponsors and supporters 
of the Hill-Burton bill recognize this impor- 
tant fact and there is incorporated into the 
measure the requirement that construction 
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funds will be allocated to a state only after 
the state has surveyed its hospital needs and 
presented an acceptable state-wide construc- 
tion program. This feature of the bill alone, 
for which five millions of dollars are pro- 
vided by the federal government, makes the 
measure worth while and warrants its be- 
coming law. Anticipating passage of the act, 
several states have already embarged on hos- 
pital surveys and more have authorized them. 
Such surveys and subsequent planning are 
recognized by physicians to be a scientific 
approach to the problem, without which ef- 
fective action is unlikely. The survey and 
planning provisions of the Hill-Burton bill 
can well set a pattern for federal participa- 
tion in solving other problems of medicai 
care. 

Because the program is experimental in 
nature, because the needs can be determined 
only by scientific surveys, the funds allotted 
should be reasonably restriced to prevent a 
vast program of construction of hospitals 
which are not needed or cannot be maintain- 
ed. A major effort in this program must be 
exerted in the direction of inhibition. Al- 
ready we have encountered an avalanche of 
local demands for new hospitals, dictated as 
often by local pride as by real need. There is 
a tendency for every community to think it 
should have its own small hospital, with com- 
plete disregard for the fact that three nearby 
communities would be better served by one 
hospital of 150 beds than by three separate 
hospitals of fifty beds, as is also true of 
schools, for example. 

Insurance for Costs of Hospitalization: 
The insurance principal of spreading costs 
of emergencies over periods of time and num- 
bers of people is as characteristic of our 
country as the Ford and the Frigidaire. We 
insure against death, old age, accident, fire, 
hail, wind, steam and water; theft, burglarly, 
and mysterious disappearance; injury to 
others, property damage, illness of livestock 
and malpractice suits; war, shipwreck, and 
sundry and assorted other so-called “acts of 
God”. Hospitalization is now an important 
member of this growing list of life’s unde- 
sirable and costly eventualities, and prepay- 
ment insurance to cover hospital costs has 
grown at a phenomenal rate. In 1937 only 
700,000 people were enrolled in group hos- 
pitalization plans. Eight years later, in 1945, 
the Blue Cross plans alone had thirty times 
this number, or 20,000,000°. It is now esti- 
mated that 40,000,000 people in the United 
States, nearly one in every three, are covered 
by some form of health and accident insur- 
ance’. Most of these insured are covered for 
hospitalization only. But the rapid expansion 
of such insurance promises well for pro- 
grams to extend hospital coverage to include 
at least the most expensive forms of medical 
care as well. 
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Prepaid Medical Care: The growth of med- 
ical care plans in recent years, as compared 
with hospitalization insurance, is equally 
phenomenal, although the total figures reach- 
ed are not as large, since such prepayment 
plans are more recent in origin and present 
more complications in their operation. It is 
relatively easy to establish a plan of hospital- 
ization insurance, since costs of hospitaliza- 
tion can be pretty well standardized and pre- 
dicted. This is far more difficult in the case 
of physician’s services since these may be 
as varied in nature as are the ailments to 
which man is heir. Furthermore, the rela- 
tionship of the patient to the physician is 
more complex than that of the patient to the 
hospital. This means that medical care in- 
surance necessarily must grow relatively 
slowly, with expansion of the services ren- 
dered and the numbers covered determined 
by experience. Experimentation, the accepted 
method of science, is also determining such 
problems as sound insurance rates, fair fee 
schedules for various types of services and 
acceptable methods of payments to physi- 
cians. At every stage in the development and 
operation of medical care insurance plans, 
the quality of the service rendered must be 
the primary consideration. The high quality 
of medical service now supplied by physi- 
cians must be preserved. A prepayment plan 
providing inferior medical services and care 
is worse than no plan at all. 

Despite these and other numerous difficul- 
ties, the enrollment in state and other medi- 
cal society sponsored plans had doubled in 
the three years following 1941, and multipli- 
ed a further 214 times in the year following 
mid-1944°. There are now 63 plans in opera- 
tion in 25 states. Active planning for prepaid 
medical insurance is going on in several oth- 
er states. In addition, the American Medical 
Association is now developing a national vol- 
untary insurance plan to operate in those 
counties and states not now offered such op- 
portunities by local medical societies. 

The total numbers involved are still small. 
About three million people are now insured 
in medical care plans sponsored by medical 
societies’. However, we have been shown 
what can and should be accomplished by ob- 
serving what has happened in the state of 
Michigan, where one of the oldest statewide 
medical care plans in the United States is 
operating under the auspices of the state 
medical society. Although it is relatively old, 
the Michigan plan was started only in 1939, 
a mere seven years ago. After this brief ex- 
istance, there is now a coverage in Michigan 
of more than one person in seven’*. 


Since there are so many medical care in- 
surance plans now under way and a national 
plan is also being formulated by the Ameri- 
can Medical Association, it appears sound to 
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translate the Michigan experience into na- 
tional terms. We may anticipate that only 
a few years will see the enrollment of per- 
haps 20,000,000 people, about as many as are 
now covered by Blue Cross hospitalization 
insurance. In the extension of medical care 
insurance, the rural population must be in- 
cluded. Important developments in this di- 
rection include the current negotiations of 
the State Grange in California and the Cali- 
fornia Physicians Service, in which it is an- 
ticipated that some 30,000 farm families 
(about 120,000 individuals) in California 
will receive the benefits of this service by one 
of the largest insurance plans sponsored by 
a state medical society. 


Role of the Federal Government: There is 
much discussion now under way regarding 
the role which ought to be played by the fed- 
eral government in the extension of medical 
“are, particularly as it applies to hospital 
construction (which has been discussed) and 
a wider coverage of the population in pre- 
payment insurance against the costs of hos- 
pital and other medical care. Regarding the 
latter, there is virtually no disagreement re- 
garding the desirability of extending such 
insurance to cover all who need and desire 
it, consistent with a high quality of hospital 
and mediical care at costs which are not ex- 
cessive. This end is desired by nearly every- 
one. The disagreement, too often amounting 
to open conflict in which emotions are more 
in evidence than scientific analysis, lies in 
which of the methods to be employed give 
most promise of meeting the desired ends. 

In general there are two major schools of 
thought. There are those who believe that we 
can accomplish our aim by a universal com- 
pulsory insurance plan established by federal 
law, supported by payroll taxes upon the 
worker and the employee and regulated by 
an agency in Washington. Others are con- 
vinced that the desired insurance coverage 
of the population with a preservation of high 
quality care can best be effected by an evolu- 
tionary process, in which the numerous plans 
now operated will continue to afford valuable 
experience and information which can serve 
as a basis for greater and greater expansion. 
To many, the latter appears to be the scien- 
tific approach of experimentation, evaluation 
of results, followed by further experimenta- 
tion on broader fronts until the problem is as 
near to solution as possible. 

Experimentation of this kind is being con- 
ducted even in the field of compulsory medi- 
cal care insurance. In Rhode Island em- 
ployees in industry are insured through com- 
pulsory payroll deductions with contributions 
by the employees, employers and the state 
government’. After a relatively short experi- 
ence, the following significant conclusions 
pertinent to this discussion were reached by 
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these three groups and the participating phy- 
sicians: the administrative costs were highe: 
than anticipated, red tape was excessive, and 
centralization of the administration in Pro- 
vidence was too great. This latter finding is 
especially revealing in a state as small as 
Rhode Island, involving a geographical area 
and a population relatively very small by) 
comparison with the entire country. Experi- 
ments of this kind are indispensible in the 
development and expansion of medical care 
programs involving larger sections of the 
country. 

In estimating the probable effectiveness 
of a nation wide, federally regulated system 
of compulsory insurance, it is legitimate to 
examine into the record of the federal gov- 


ernment in its operation of health and medi-* 


cal care programs. Three such major medical 
care activities have been, first, the work of 
the United States Public Health Service; 
second, the medical research projects and the 
medical care of the armed forces in the war, 
and third, the medical care of veterans. 


Public Health activities, as contrasted with 
the care of a patient by a physician, are con- 
cerned with broad programs of health and 
of disease prevention such as venereal dis- 
ease control, surveys and detection of cases 
in tuberculosis, sewage disposal and typhoid 
control, inspections of water, milk and meat, 
and numerous other similar functions. In 
this field, government units at all levels, from 
municipal to federal, have contributed im- 
mensely to reducing disease and death. In this 
field, there should and must be a strength- 
ening of the programs, and a dissemination 
of the benefits even more widely throughout 
the country. Public Health units and services 
are lacking in many areas. Areas needing 
these and unable to provide them, should be 
assisted by the federal government, as is pro- 
vided in the pending Hill-Burton Hospital 
Survey and Construction Act. One goal of 
the act is to assist in the establishment of 
one public health unit for each 30,000 per- 
sons, with even more of them in sparsely 
populated areas. This measure has the wid- 
est support from the public and from the 
professions concerned with providing medical 
care. 

A second important federal project in 
medical care was that of the war, involving 
both research and care of patients. Wartime, 
government-sponsored, experimentation and 
investigation in medicine, so ably summariz- 
ed by Dr. Perrin Long of Johns Hopkins Uni- 
versity*, has lead to great progress in our 
understanding and control of disease in many 
fields. The medical care of our armed forces 
was such that a very small fraction of sick- 
ness or injury resulted fatally, by comparison 
with the last war. The great success of these 
two wartime government ventures, in medi- 
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cal care and in research was probably due 
more to the high calibre of the scientists and 
physicians participating, than to any other 
single factor. These men and women willing- 
ly gave their time, their best efforts, and 
some, even their lives to win the war. But 
there was widespread dissatisfaction with 
the conditions under which they had to work. 
The complaints of medical officers are not 
that they were away from home or even 
exposed to danger, but with the needless red 
tape, the rigid regimentation, the endless re- 
straints. Some of these may be necessary in 
wartime, but the general opinion is that they 
militated against good work and were usually 
unnecessary. In research, the story is essen- 
tially the same. Scientists on nuclear re- 
search are bitterly critical of the government 
policies both during wartime and especially 
now. One instance which was recounted as a 
typical example was the disposition of a 
nuclear scientist’s request to make a gadget, 
whose principles are generally known, which 
was employed somewhere along the line in 
atomic research. The physicist wished to use 
the instrument in a peacetime research pro- 
ject bearing no relation to atomic bombs or 
energy. His request was refused and his re- 
search program must be modified to suit the 
whims of the brass hats. Medical scientists 
in wartime research projects were constantly 
hampered by senseless regulations prevent- 
ing free discussion by collaborators on the 
same project. 

Dr. Paul Henshaw, biologist at the Oak 
Ridge, Tennessee, atom bomb project con- 
ducted studies on the effects of radiation on 
human beings, during the development of 
the bombs. A few days ago he described his 
recent experiences in this army-controlled 
work®. The people who worked on the atomic 
bomb provided a wealth of material for his 
studies, which were concerned mainly with 
radiation and cancer. Abstracts of his finds, 
prepared for presentation at the Atlantic 
City meetings of the Cancer Research As- 
sociation earlier this month, were presented 
to the Army for routine clearance. The an- 
Swer was no. “As a consequence of the 
Army’s action’, said Dr. Henshaw, “I shall 
attend the meetings and listen to other 
papers in a related field ... the (army) rules 
are so inflexible that release of these studies 
cannot be made”. 

On Wednesday March 13, 1946 an Associ- 
ated Press dispatch’® described the Army’s 
ban upon the scientific paper of Drs. H. J. 
Curtis and J. D. Teresi of Oak Ridge. They 
were refused permission to present their 
findings at Atlantic City. Stupidly enough, 
the Army did clear the abstract of this paper 
for publication last December. The abstract 
reads as follows :™ 


“* Activation of tissue elements by slow neutron ex 
posure. B. H. J. Curtis and J. D. Teresi (by invita- 
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tion). From Clinton Laboratories, Oak Ridge, Tennes 
see, When tissue is exposed to slow neutrons, a nuclear 
reaction takes place between the neutrons and the 
various atoms of ths tissue. This reaction will release 
energy within the tissue in the form of various types 
of radiation, and will also produce radioactive isotopes 
which slowly decay and release further energy within 
the tissues. The present study concerns itself with the 
isotope production. Phosphorus, sodium, potassium and 
chlorine are the most important body elements in this 
regard. Calculations can now be made of the quantities 
of these isotopes formed and their biological effects. 
These have been checked experimentally in two ways 
In the first place mice were exposed to slow neutrons 
from the Clinton graphite pile, and the ex»vosures 
monitored by means of coppor or indium foils. The 


animals were sacrificed at some definite time after 
exposure and various tissues analyzed quantitatively 
for P32, Na24, K41, and CI58. In all cases the pre 


dicted amount was found within experimental error. 
Next, rats were exposed to slow neutrons and the 
excreta examined for P32 and Na24. From an analyris 
of the diet, the radioactive sodium excretion was as 
predicted assuming the excretion to be a true aliquot 
of ‘all the Na in the body. About one-third of the 
phosphorus activated in this way was excreted as 
aliquot of the total body phosphorus, about one-third 
was excreted only slowly and the remainder appeared to 
be immobile.’’ 

These instances are cited as examples of 
what may happen when medical research or 
medical practice is controlled by people in 
power whose authority is exceeded only by 
their ignorance of medicine, research and 
science. 


During the war, medical officers in the 
armed forces and scientists in wartime re- 
search contributed everything they had to 
do a necessary job—to win the war. Now 
that the war is over, the doctors and scien- 
tists are free to assert that they have had 
enough; that they wish to return now to in- 
dependent research and practice in medicine. 

A third major federal project in medical 
“are has been that of the Veterans Admini- 
stration. The quality of medical care render- 
ed in yeterans hospitals can only be charac- 
terized as disgraceful, until the inauguration 
of the recent policies of Veterans Adminis- 
trator Omar Bradley and Surgeon General 
Paul Hawley and their expert advisors. 
These policies involve the operation of veter- 
ans hospitals by the faculties of medical 
schools, the establishment of programs of 
medical education for the younger physicians 
in the veterans hospitals and adequate re- 
wards for the quality of service rendered by 
the physicians. Whether these sound policies 
will survive in the onslaughts of tradition 
and reaction of those in power is still an open 
question. Generals Bradley and Hawley are 
battling nobly against tremendous pressures 
in Washington to ruin their medical care pro- 
gram. The outcome of this irrational strug- 
gle is still doubtful. 


We can summarize these three major 
health activities of the federal government 
as follows: (1) Public health services have 
been invaluable and should be extended; (2) 








scientific medical research and medical care 
under army and navy auspices were out- 
standing under wartime conditions but are 
not applicable to peacetime; (3) veterans 
may get a high quality of medical care if the 
present medical leadership in the Veterans 
Administration is allowed to exercise that 
leadership. 

Future Promise of Improved Medical 
Care: Government units at all levels can and 
should assist in the extension of medical care 
to all the people, with federal financial aid 
when necessary. This can and should be done 
in a variety of ways: 

Improve the general economic level cul- 
tural conditions and facilities for healthful 
living of the people. This will not only reduce 
the incidence of disease but will also improve 
the general quality of medical care by ef- 
fecting a better distribution of physicians 
and health facilities. 

Expand and extend public health activities 
in the prevention of disease and the educa- 
tion of the public. Public health units or 
health centers should be provided for all 
areas throughout the country, with federal 
financial assistance and local control of the 
facilities. 

Conduct surveys of local needs for hospi- 
tals, diagnostic facilities, health centers and 
physicians with federal aid to states. 

Provide funds at the state and federal 
level for the construction of hospitals, health 
centers and diagnostic facilities where the 
surveys reveal their need, and where their 
maintenance is assured. These facilities 
should be controlled locally. 

Foster and support basic scientific re- 
search institutes, with a minimum of cen- 
tralized control in Washington, and a de- 
termination of the problems to be under- 
taken and the methods to be employed, by 
the participating institutions and scientists. 
Further promote scientific advances by pro- 
viding scholarships in the sciences. Such a 
program is incorporated in the Kilgore- 
Magnusen bill (S.1850) under the adminis- 
tration of a National Science Foundation. 

Study the feasibility of providing medical 
care for the indigent through enrolling them 
in voluntary hospitalization and medical care 
plans with the local government units, as- 
sisted by the federal government when nec- 
essary, paying for medical services rendered 
under the fee schedule of the plan. Any such 
program must take into account certain prob- 
lems such as the higher incidence of disease 
among the indigent and the special case of 
chronic illness, often associated with, and 
sometimes the cause of indigency. 

Develop state-wide plans for the care of 
veterans, similar to that in effect in Michi- 
gan. In that state the Veterans Administra- 
tion has contracted with Michigan Medical 
Service, the prepayment medical care pro- 
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gram of the state Medical society, for the 
medical care of veterans. The medical society 
sponsored California Physicians Service and 
the Medical Service Administration of New 
Jersey are collaborating in a similar man- 
ner'*. Other state medical societies and medi- 
ical care plans should also participate in this 
manner. 

The federal government should correlate, 
coordinate and integrate its many health ac- 
tivities, except for those of the Army, the 
Navy and the Veterans Administration, un- 
der one Department of Health whose execu- 
tive officer is of cabinet rank. Before the war 
there were over forty agencies, offices and 
authorities in the federal government en- 
gaged in some health activities including di- 
visions of the Department of Agriculture, 
Commerce, Interior, Justice, Labor, Navy, 
State, Treasury and War". The number is 
probably greater now. 

This summary outlines the proper spheres 
of action of government, especially at the 
federal level, in an improved distribution of 
medical care in this country. The medical 
profession, the physicians of the country, 
have supported strongly the government ac- 
tivities described, and they should and will 
continue to collaborate with all their re- 
sources. However, the medical profession, 
you as physicians, will continue to bear the 
chief responsibility and must play the major 
role. 

First and foremost we doctors must jeal- 
ously guard against any compromise with 
high standards of medical care. We must 
strive to improve those standards, by 
strengthening undergraduate medical educa- 
tion, increasing the quality of hospital train- 
ing at the levels of the internship and resi- 
dency training for the medical specialties, 
providing the patient with ever better care. 
Any plan for the extension of medical care 
must be measured by its probable or possible 
effect on these. When there is reasonable 
doubt concerning such effects, the experimen- 
tal method of science should be employed. 

It is incumbent upon us to continue and 
increase our efforts to expand our voluntary 
prepayment medical care plans, both in terms 
of numbers served and services rendered. 
Veterans, the indigent and the temporarily 
unemployed should be included, perhaps by 
contracts between government and medical 
societies, similar to that now in effect for 
veterans in Michigan. 

An improved coordination of medical care 
plans is also essential and is now under way. 
Through its Council on Medical Service and 
Public Relations, the American Medical As- 
sociation has organized the Associated Medi- 
cal Care Plans, Inc. Standards of acceptance 
and approval of medical care plans have been 
developed, coordinated and_ reciprocity 
among the pians to permit transference of 
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subscribers from one plan to another or one 
locality or state to another are being or- 
ganized and a nation wide plan is being de- 
veleped to provide insurance benefits in such 
areas and states as are not now served by 
local units of the American Medical Associa- 
tion". 

In all of these efforts, it is necessary to 
continue a vigorous program of education of 
the public regarding medical care and health 
and the facilities available to the people. Un- 
fortunately, too many hundreds of thousands 
of our people do not desire scientific medical 
care through ignorance and prejudice, or do 
not know how or where to obtain the many 
benefits now at the service of the public. 

I charge you, the graduates of the medical 
school of this great state university with the 
responsibility not only for the care of your 
own patients but also that of improving the 
distribution of medical care of high quality, 
a responsibility which you must shoulder 
with courage and determination. I further 
charge you with the responsibility of apply- 
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ing in these endeavors the same spirit of 

science, of experimentation, of research, 

which you have learned so well in the work 

you have done at your alma mater. 
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The Oklahoma State Medical Association is now recognized as one of the most pro- 
gressive associations in the United States. This enviable position was gained only through 
the very fine cooperation of its members in all matters for the advancement of health 


and welfare of the people. 


There is much to be done, and I am sure if you will continue to cooperate with your 


officers as you have in the past so we will be able to accomplish our objectives. 


OO heagrhin Pace 


President. 
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EDITORIALS 


OF INTEREST TO DOCTORS 


Under the title “Volunteer Health Agen- 
cies”, Gunn and Platt have written a book 
which seems to have been predicated upon 
the alleged need of unification of voluntary 
health agencies with one money raising cam- 
paign for the support of all. Apparently in- 
spired by Albert Q. Maisel who has an article 
in the last issue of the McCall’s Magazine; 
the April, 1946 Reader’s Digest also carries 
a five page discussion of the Gunn-Platt re- 
port under the title “Urgently Needed, a Na- 
tional Health Fund”. In this article it is 
stated “with funds from the Rockefeller 
Foundation, a three year study of voluntary 
health agencies has been conducted by two 
gifted and experienced workers in the health 
field”’. 


To one who reads the book it is obvious 
that the authors are gifted in the art of con- 
fusing facts and fancies. Considering the 
contents of the book and the conclusions, one 
suspects that the authors started with a pre- 
conceived idea for which they should gather 
support. Space will not permit a general dis- 
cussion, but since the Maisel article in Mc- 
Call’s directs its chief criticism at the Na- 
tional Tuberculosis Association and the Na- 


tional Foundation for Infantile Paralysis be- 
cause they have had sufficient appeal to raise 
two-thirds of all the money made available 
for all the agencies, obviously someone should 
come to their defense. 

The fact that these two agencies raise 
much more money than all of the others in 
the field consitutes no bonified reason for one 
money raising campaign and the arbitrary 
distribution of funds by a designated board. 
Neither does it justify the charge of greedy 
acquisition and careless spending. Over and 
against all of the criticisms of the National 
Tuberculosis Association there is an irrefut- 
able record of accomplishment which cannot 
be gainsaid. The success of the Christmas 
seal sale is largely due to 40 years of faithful 
service and outstanding accomplishment. 

The people know that the National Tuber- 
culosis Association has cut the death rate 
from 200 per 100,000 to less than 45 per 
100,000 in the past 40 years. They know that 
the National Association through its educa- 
tional program has helped to provide more 
than 90,000 beds for the treatment of tuber- 
culosis and that the Association’s educational 
program and its various agencies continu- 
ously in operation have afforded protection 
against this dread disease and brought added 
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safety to their own homes. And yet the peo- 
ple know the job has not been completed and 
they are glad to continue their support, with 
the hope that we may not only hold the pro- 
tection we have gained, but ultimately eradi- 
cate the menace of Tuberculosis. Perhaps the 
people’s judgment, supported by practically 
all of the doctors in the land, is better than 
that of the “two gifted” workers who sur- 
veyed the volunteer agencies. 


Comparing the relative expenditures for 
Tuberculosis and Cancer and discussing their 
relative importance the authors do not point 
out the fact that Tuberculosis is an infect- 
ious disease, the specific cause of which is 
known and that while its killing power has 
been greatly reduced it still stands as the 
greatest killer in the most active period of 
life. The authors fail to point out the fact 
that with our present knowledge of Tuber- 
culosis it should be possible to bring the dis- 
ease under control if enough money is con- 
tinuously available to keep up the fight 
against the disease. Admittedly money should 
be spent to acquire more knowledge concern- 
ing the cause of cancer and its control, but 
this need does not justify relaxation in the 
fight against a known disease with a specific 
cause rampant in the world because available 
scientific knowledge has not been freely ap- 
plied. 

The record of accomplishment, as shown 
by the history of the National Tuberculosis 
Association, justifies its independent exist- 
ence. This is the only way it can hope to 
avoid the hazards of change and the handi- 
caps of regimentation. 

People who base their thinking upon public 
health experience cannot agree that a unified 
fund raising campaign will bring in more 
money than the individual campaign which 
affords them the privilege of giving through 
the Christmas seals because of personal in- 
terest and personal knowledge of special 
needs. In the last analysis and in line with 
present trends in the United States the au- 
thors of “Volunteer Health Agencies” recom- 
mend that the agencies accept regimentation 
and subject their experienced opinions to the 
mandates of an inexperienced Council. 





YOUR VACATION 


According to Osler, medicine is of the 
head, the heart and the purse. The head’s 
long strain, augmented by the War, calls for 
a cooling period. There is grit in the gear, 
the calvarium grows heavy, it is time for re- 
laxation and lubrication. The heart’s re- 
sponse to sickness and suffering causes phy- 
sical fatigue and coaxes the coronaries. 
Though the doctor’s purse is of small con- 
cern and receives relatively little attention, 
whether lean or fat, it must sponsor a vaca- 
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tion. The cost need not be great. Webster 
says a vacation is “a period of intermission; 
rest, leisure”. 

To secure a real intermission with genuine 
rest and leisure, it is necessary to avoid all 
organized, standardized and commercialized 
forms of recreation. This means that fash- 
ionable clubs, lodges and dude ranches should 
be avoided. The switch on the motor should 
not be turned until the end of the road is 
reached. In search of the few remaining 
strong holds of God’s great out-of-doors the 
companionship and common sense of pack 
horses is very iinvigorating. In the great 
open spaces under favorable conditions vita- 
mins and viosterol may be forgotten. The 
subtle silence which settles about a beautiful 
camp, far removed from civilization, prompt- 
ly calls into restorative action the primitive 
sources of physical and mental power which 
arise only from the soil. To see the sun rise 
and sun set striking across the rim of a vast 
untutored, unspoiled world; to witness the 
furtive movements of wild animals; to exper- 
ience the shadowy mystery of the woodland 
waters; to enjoy the blessing of physical 
fatigue accompanied by mental relaxation; 
to sense the coming of night; to see the brok- 
en rays of silver stars falling through the 
branches of tall pines; finally to fall asleep 
under the mystic spell of the deep dark forest 
and to dream of the rhythmic race of wary 
trout in the black depts of mountain lakes 
is like having a transfusion. 


Such experiences motivate the soul, move 
in the blood and abide in the very knot and 
center of our being. They refurbish the head, 
restore the heart and ignore the purse. Like 
an activating ferment, they change forever 
the chemistry of thought and upon the slight- 
est provocation, throughout life, they call in- 
to service exhilerating moments which put to 
shame the spree of Arabic hay and hold you 
high above the hazardous vortex of a cock- 
eyed world. 





THE DANGER OF PROCRASTINATION 


As your watch ticks the seconds away you 
are losing time and opportunity. Before an- 
other day passes you should write your rep- 
resentative that you want no more Washing- 
ton made Social Security; that in your 
opinion charity begins at home and you want 
the blessing of personally participating in 
social reform and economic relief; that your 
contributions should be voluntary and direct- 
ly applied full value; that they should not 
be compulsorily extracted and bureaucratic- 
ally dissipated on the long journey to Wash- 
ington and back; that you would take pride 
in the privilege of handling your own charity 
according to known needs rather than being 
coerced and unjustly penalized by govern- 
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ment domination. he philosophy of Facism is 
incidiously invading the United States and it 
should be vigorously opposed. 

The above general principles apply not only 
to Social Security in general, but to the 
threat of regimented medicine which for all 
who would fall into its clutches represents 
the most vicious phase of the Wagner-Mur- 
ray-Dingell proposal. Isn’t it strange that 
the proponents of this political scheme, in- 
cluding the Social Security administrator, 
should seek to invest more than four billion 
dollars in the very same medical servic? 
which they openly condemn. What an em- 
barrassing paradox, especially when we take 
into account the fact that the people now are 
enjoying this medical service with freedom 
of choice at less than two billion dollars an- 
nually. Though there may be a prospect of 
some immediate political gain certainly there 
can be no postumous fame. There can be no 
inspiring mausoleam on the Potomac for the 
champions of this legislation. Such a monu- 
ment on the Rhine might be appropriate, but 
the birth place of Social Security is now in 
ill-repute and there is little hope. Since we 
still have free speech in the United States 
somebody should play the good Samaritan 
and tell the proponents of this legislation the 
truth even though it becomes necessary to 
guarantee their lodging in the political inn. 

Democrats and Republicans alike should 
remember that this is a national problem and 
too significant to be a party issue. Though the 
dreams of these ambitious politicians are bad 
their little lives will be rounded with a sleep. 
Let us hope that they may have their vacant 
hour of prattle and be forgotten. 





QUESTION OF TODAY 


How far will Public Welfare be extended 
is the question of the day. 

During the past twelve years we have seen 
Public Welfare advance from a campaign 
promise to an expenditure of 35 million dol- 
lars a year for Public Welfare alone in Okla- 
homa, with the outlook of more to be added 
by the Federal Government. 

A review of the figures just released by the 

Tax Commission reveals the following expen- 
ditures by the State for the fiscal year 1944- 
45: 
Aid, Pensions and Assistance $34,984,252.47 
State Homes ahah 293,563.98 
Health and Hospitals tadanies 5,129,159.39 
Penal Institutions 1.984.954.05 
Employment and 


Unemployment 674,693.74 





$43,066,623.63 


To this total must be added the expendi- 
tures by the counties for health and relief 
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of at least $1,568,196 (1943) to say nothin; 
of the community funds raised and spent b: 
the cities and towns. The above $43,066, 
623.63 is 46.13 per cent of the $93,356,642.2: 
accounted for in the Tax Commission report 

Figures indicate that 126,365 were bein; 
fed, housed, clothed or pensioned by the State 
in 1944 and an equal number in 1945. No 
figures are available showing the number o! 
local cases of relief, but the expenditure of 
a million and a half dollars of public funds 
by the counties indicates at $200 per person 
another 7,500. These figures total some 15), 
000 out of our two million Oklahomans or 
6.5 per cent of our population, excluding 
most of the children, who are unable to make 
a living or take care of themselves. 

If the Wagner-Murray-Dingell bill be- 
comes a law, thereby setting up a pure type 
of socialized medicine, these costs will take 
higher and higher percentages of the pro- 
ductive worker’s income. 

Some men are already asking the question, 
“What’s the use” ?—F. C. Harper. 





NATIONAL HOSPITAL DAY MAY 12 


Before this issue of the Journal reaches 
the doctors’ desk, National Hospital Day will 
have passed. Presumably this day was set 
apart for the purpose of popularizing hospi- 
tal service. Judging from local conditions this 
purpose has been fully realized. The people 
need many more days for the available hos- 
pital beds but since it is impossible to meet 
this need, we should have more beeds for the 
available days. 

The increased demand for hospital beds 
has grown out of improved hospital service, 
and the progress of medical science. In ad- 
dition the Blue Cross and other forms of 
hospital insurance have brought hospital 
care within the reach of many who otherwise 
would find it impossible. Considering these 
facts every hospital is faced with serious 
responsibilities and every community must 
appraise its hospital needs and try to meet 
its obligations. 





OFF AGAIN ON AGAIN FOR SCIENCE 
AND SCENERY 

Through the good offices of our own Dick 
Graham the doctors of Oklahoma are invited 
to travel via Special Train to the meeting of 
the American Medical Association in San 
Francisco with stopovers at all scenic points 
going and coming. 

On June 27 all Oklahoma doctors and their 
traveling companions desiring this trip will 
converge in Newton, Kansas, where the 
Special Train will be assembled. Grand Can- 
yon will be the principal point of interest on 
the way to San Francisco. 
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At the conclusion of the A.M.A. meeting 
all passengers will reassemble for a trip up 
the Pacific Coast to Portland and Seattle 
with side trips to Vancouver and Rainier 
National Park. From Seattle the Special 
Train will proceed to Yellow Stone National! 
Park for a three-day sight seeing trip, after 
which it will return to Kansas City. The total 
time consumed will be sixteen days. The 
transportation arrangements will include all 
expenses except food, and even meals are in- 
cluded during the all American three days in 
Yellow Stone Park. Never were doctors offer- 
ed so much for so little. 

In the very near future each member of 
the Oklahoma State Medical Association will 
receive full particulars concerning the trip 
and it is suggested that those desiring reser- 
vations make them as soon as possible. 





HEARINGS BEGIN ON HILL- 
BURTON BILL 


The Hill-Burton Bill which would provide federal 
funds for assisting local communities in constructing 
non-profit hospitals and health facilities is being heard 
by the Committee on Interstate and Foreign Commerce 
of the House of Representatives. 


This bill which would appropriate approximately $1, 
732,000 per year to the State of Oklahoma on the basis 
of its per capita wealth has received the full endorse 
ment of both the American Medical Association and the 
Oklahoma State Medical Association, but there is reason 
to believe that its early passage is not eminent. 


Information coming from Washington indicates that 
while the bill will likely receive favorable consideration 
from the Committee on Interstate and Foreign Commerce 
it will not receive as favorable reception in the Committee 
on Appropriations where Representative Cannon, Chair- 
man, has indicated his oposition. 


The bill provides that the money would not be avail 


able to the various States until six months from the date 


of its passage and for this reason it is extremely unlikely 
that any community can benefit from the bill before 1947. 





MID-WEST SURGICAL SUPPLY 
CO., INC. 


Kaufman Building 
Wichita 2, Kansas 


FRED R. COZART 
2437 N. W. 36th Terrace 
Phone 8-2561 Oklahoma City, Okla. 
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DOCTOR, MEET THE 
DARICRAFT BABY 


Perhaps you are “meeting” the Dari- 
craft Baby every day in your own 
practice. If not, may we call to your 
attention the following significant 
points of interest about Vitamin D 
increased Daricraft: 


1. Produced from in- 
spected herds; 2.Clarified; 
3. Homogenized; 4. Steri- 
lized; 5. Specially Proc- 
essed; 6. Easily Digested; 
7. High in Food Value; 
8. Improved Flavor; 9. 
Uniform; 10. Dependable 
Source of Supply. 


ASSOCIATION COMMITTEE STUDYING 
MEDICAL CARE PROGRAM 
FOR VETERANS 

The special Committee on Medical Care for Veterans, 
appointed by President Tisdal held its first meeting in 
Oklahoma City on Sunday, April 7. Present at the meet 
ing were the following: John F. Burton, Oklahoma City ; 
Ben Ward, Tulsa; E. G. King, Duncan; F. Redding 
Hood, Oklahoma City; Gordon Livingston, Cordell; Ralph 
W. Rucker, Bartlesville; Ned Burleson, Prague; E. H. 
Shuler, McAlester; J. B. Miles, Anadarko; W. P. Neilson, 
Enid. 

Dr. W. P. Callahan of Wichita, Kansas, Chairman of 
the Committee of Kansas Medical Society which has 
placed in operation the Kansas Plan presented that 
state’s organizational program and explained its various 
aspects. 

The state programs which are now in operation are 
Michigan, Kansas, California, Oregan, Washington and 
New Jersey. 

The basic principle of these plans is to enable a 
veteran to utilize local physicians in securing his physical 
examinations and out-patient care. 

General Hawley of the Veterans Administration has 
made it very plain to organized medicine that the Vet 
erans Administration expects the profession to partici 
pate in this program and it. is refreshing to find an 
agency of government with this attitude. 

Dr. John Burton, Chairman of the Committee, has 
announced that it is hoped his Committee will be in a 
position to make specific recommendations to the House 
of Delegates during the Annual Meeting. 


HEARING ON WAGNER-MURRAY- 
DINGELL BILL BEGINS 

The Senate Comittee on Education and Labor started 
hearings on the Wagner-Murray-Dingell Bill on April 
6. In line with Senator Murray’s previously announced 
policy the National organizations will be heard for and 
against the Bill. The medical and allied professions pre 
sentation of their testimony will begin April 16 at which 
time representatives of the American Medical Associa 
tion will present their arguments against the Bill. 

The first meeting of the Committee was punctuated by 
a verbal clash between Senators Murray and Taft which 
received wide publicity in the lay press. 

The Oklahoma State Medical Association has place 1 
itself on record with the Committee on Education and 
Labor as well as the individual members of Congress 
from this State opposing the Bill. 

W-M-D Bill Would Regiment People 

During recent months the general public has come to 
realize that the Wagner-Mumray-Dingell Bill is not pri 
marily a measure designed solely to put under government 
domination the medical profession, but that more par 
ticularly it is likely to regiment the vast majority of the 
people by placing upon them a compulsory tax for the 
financing of the program. Employers and employees are 
rapidly recognizing the fact that irrespective of the type 
of medical care they would receive it would be an ex 
tremely costly venture. 

Members of the medical profession should eal] to the 
attention of their business associates that this legislation 
has many ramifications exclusive of the direct lowering 
of health standards. Every physician should follow the 
complete report of this hearing in the Journal of the 
American Medical Association. 


Phone: 2-8500 
L. T. Lewis, Mgr. 
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A.M.A. ANNOUNCES NATIONAL 
HEALTH PROGRAM 


Appearing elsewhere in this issue of the Journal 
an announcement of the initial hearing of the Wa 
Murray-Dingell Bill before the Senate Committee 
Education and Labor. 

In the March 30 issue of its Journal, the Americ: 
Medical Association announced a national health prograr 
for the United States, this health program having be« 
adopted by the Board of Trustees and the Council 
Medical Service, February 14, 1946. 

National Health Program of A.M.A. 

The following is a reprint of the National Healt 
Program of the American Medical Association whi 
appeared in the March 30 Journal of that associatio 
Every physician should acquaint himself with this 





cellent and visionary program. 

1. The American Medical Association urges a Mi 
mum Standard of Nutrition, Housing, Clothing and R 
creation as fundamental to good health and as an 
jective to be achieved in any suitable health progra 
The responsibility for attainment of this standard sho 
be placed as far as possible on the individual, but 
application of community effort, compatible with tl 
maintenance of free enterprise, should be enecourag 
with governmental aid where needed. 

3. The provision of Pre ventive Medical Sey 
through professionally competent health departments wit 
sufficient staff and equipment to meet community needs 
is recognized with the understanding that local areas 
shall control their own agencies as has been establishe 
in the field of education. Health departments should not 
assume the care of the sick as a function, since admi 
istration of medical care under such auspices tends to 
deterioration in the quality of the service rendered 
Medical care to those unable to provide for themselves 
is best administered by local and private agencies wit! 
the aid of public funds when needed. This progran 
national health should include the administration 
medical care, including hospitalization to all those ced 
ing it but unable to pay, such medical eare to be pro 
vided preferably by a physician of the patient’s choict 
with funds provided by local agencies with the assistance: 
of federal funds when necessary. 

3. The procedures established by modern medicine 1 
advice to the prospective Mother and for Adequate Ca 
in Childbirth should be made available to all at a price 
that they can afford to pay. When local funds are lacking 
for the care of those unable to pay, federal aid should 
be supplied with the funds administered through local 
or state agencies. 

4. The child should have throughout infaney proper 
attention, including scientific nutrition, immunization 
against preventable disease and other services included 
in infant welfare. Such services are best supplied by 
personal contact between the mother and the individual 
physician but may be provided through child care and 
infant welfare stations administered under local auspices 
with support by tax funds whenever the need can be 
shown. 

5. The provision of Health and Diagnostic Centers 
and Hospitals necessary to community needs is an és 
sential of good medical care. Such facilities are pre 
ferably supplied by local agencies, including the com 
munity, church and trade agencies which have been re 
sponsible for the fine development of facilities for medi 
cal care in most American communities up to this time. 
Where such facilities are unavailable and cannot b¢ 
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supplied through local or state agencies, the federal 
government may aid, preferably under a plan which 
requires that the need be shown and that the community 
prove its ability to maintain such institutions once they 
are established (Hill-Burton Bill). 

6. A program for medical care within the American 
system of individual initiative and freedom of enterprise 
includes the establishment of Voluntary nonprofit pre 
payment plans for the costs of hospitalization (such as 
the Blue Cross plans) for medical care (such as those 
developed by many state and county medical societies. 
The principles of such insurance contracts should be 
acceptable to the Council on Medical Service of the 
American Medical Association and to the authoritative 
bodies of state medical associations. The evolution of 
voluntary prepayment insurance against the costs of 
sickness admits also the utilization of private sickness 
insurance plans which comply with state regulatory 
statutes and meet the standards of the Council on Medi 
cal Service of the American Medical Association. 

7. A program for national health should include the 
administration of medical ca €, including hospitalization, 
to all veterans, such medical care to be provided pre 
ferably by a physician of the veteran’s choice, with 
payment by the Veterans Administration through a plan 
mutually agreed on between the state medical association 
and the Veterans Administration. 

Ss. Research fo the advancement o medical science 
is fundamental in any national health program. The 
inclusion of medical research in a National Science 
Foundation, such as proposed in pending federal legis 
lation, is endorsed. 

%. The services rendered by Volunteer Philanthropi« 
Health Agencies such as the American Cancer Society, 
the National Tuberculosis Association, the National Foun 
dation for Infantile Paralysis, Inc., and by philanthropic 

d and the Rocke 
feller Foundation and similar bodies have been of vast 
benefit to the American people and are a natural out 
growth of the system of free enterprise and democracy 
that prevail in the United States. Their participation in a 
national health program should be encouraged, and the 
growth of such agencies when properly administered 


agencies such as the Commonwealth Fun 


should be commended. 
10. Fundamental to the promotion of the public health 
and alleviation of illness are widespread education 


pharmaceuticals. 
Chemists to the Medical Profession for 44 years. 
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JOURNAL OF THE OKLAHOMA StaTE MeEpICcaL ASSOCIATION 





May, 194 


the field of health and the widest possible disseminatio 
of information regarding the prevention of disease an 
its treatment by authoritative agencies. Health educa 
tion should be considered a necessary function of a 
departments of public health, medical associations an 
school authorities. 


OKLAHOMA COUNTY MEDICAL SO- 
CIETY SPONSORS PUBLICITY 
CAMPAIGN 
The Oklahoma County Medical Society in cooperativ 
with other allied professions has just completed a seri 
of full page ads in the Sunday Daily Oklahoman pointin 
out to the publie the full import of the Wagner-Murray 

Dingell Bill to the individual person. 

This series of ads run by the Oklahoma County Medic 
Society stimulated great interest among the readers 
the Daily Oklahoman and were instrumental in bringi: 
about an awakening of public sentiment 

Oklahoma City Chamber of Commerce 
Protests Bill 

The Oklahoma City Chamber of Commerce recognizi: 
that the Wagner-Murray-Dingell Bill is not solely 
problem of the medical profession, referred the stu 
of this measure to its Medical Center and National A 
fairs Committees which two committees in turn report 
to the Board of Directors of the Chamber recommend 
that the Board of Trustees go on record opposing tl 
legislation. It is believed that this is the first instar 
in which a Chamber of Commerce in Oklahoma has tak 
this positive stand. 

The Oklahoma County Medical Society should be 
gratulated for its visionary and militant advanes 
the field of advertising as method of reaching 


people. 


against this b 


In cooperation with the Oklahoma County M 
Society, the Junior Chamber of Commerce, State, Cou 
and City Health Departments, Radio Station WKY 
Oklahoma City is sponsoring a series of 15 minute 
easts on Venereal Disease to be heard each F 
evening at 9:45. 

The program as announced by Mr. Tom Ruck 
WKY will present in narrative form the importa 
early treatment of Venereal Disease and its various | 
health aspects. 


PRESCRIBE OR DISPENSE 
ZEMMER PHARMACEUTICALS 


A complete line of laboratory controlled ethical 
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CHRONIC CHOLECYSTITIS 


Because of the low fat intake which is fre- 
quently necessary, many foods and beverages 
are denied the patient with chronic gall blad- 
der disease. If dietary curtailment becomes 
too drastic, however, nutritional deficiencies 
are apt to develop, adding further complica- 
tions and physical discomfort. 

The delicious food drink prepared by mix- 
ing Ovaltine with skim milk provides many 
of the nutrients considered essential in hepato- 


biliary disease, without appreciably increasing 
the fat intake. Its biologically adequate pro- 
tein, readily utilized carbohydrate, B complex 
and other vitamins, as well as essential min- 
erals aid in satisfying the need for these nu- 
trients. This readily digested food supplement 
makes a nutritionally excellent as well .as 
delicious component of the extra feedings 
which are frequently required in the manage- 
ment of chronic cholecystitis. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE,, CHICAGO 1, ILL. 


CALORIES 
PROTEIN 

. 
CARBOHYDRATE 
CALCIUM.... 
PHOSPHORUS. . 
IRON..... 


Three servings daily of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz. of skim milk*, provide: 


426 VITAMIN A 2058 1.U. 

32.3 Gm VITAMIN By 1.16 mg. 
2.5 Gm RIBOFLAVIN 1.55 mg. 
66.3 Gm NIACIN 6.81 mg. 
1.12 Gm VITAMIN C 39.6 mg. 
0.939 Gm VITAMIN D 400 1.U. 
12.0 mg. COPPER 0.50 mg. 


*Based on average reported values for skim milk. 














Postgraduate Course in Surgical Diagnosis 
To Open in Tulsa, June 17 
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On Monday, June 17, the postgraduate course in Su 
gical Diagnosis will open in Tulsa. A leeture will be given 
each night for ten nights, excluding Saturday and Sun 
day. Dr. Patrick P. T. Wu, of Shanghai, China, will be 
the instructor. 

Doctor Wu is a graduate of the University of Virginia, 
has had extensive training in New York, Chicago, Boston 
and several years at the Mayo Clinic, Rochester, Min 
nesota. He is an exceptionally well trained and capable 
surgeon. Doctor Wu is an excellent speaker, has a mag 
netic personality and has been very popular among the 
doctors with whom he has come in contact. 

Due to the shortness of time that Doctor Wu will be 
in the United States it has been necessary to reduce the 
number of circuits. 

Physicians in Tulsa County who desire to take ad- 
vantage of this unusual opportunity, which is not pri 
marily for the surgeon but for every practicing physician, 
should send in their enrollments promptly to the Post- 
graduate Committee, Oklahoma State Medical Associa 
tion, 210-212 Plaza Court, Oklahoma City. 


$85,000 ALLOCATED TO STATE 
REGENTS FOR UNIVERSITY 
HOSPITAL 

Due to unforseen circumstances the appropriations for 
the University Hospital were found to be inadequate for 
the efficient conduct of its various services and functions. 

During the early part of the fiscal year it was apparent 
that approximately $85,000 additional funds would be 
required to maintain the services of the University Hos 
pital. Governor Kerr was apprised of the critical situa 
tion facing the Hospital and the Governor immediately 
requested an opinion from the Attorney General as to 
whether or not money from his contingent fund could 
be used to supplement the initial hospital appropriations. 
Attorney General Mae Q. Williamson immediately ren- 
dered an opinion favorable to the Governor’s request and 
Governor Kerr has now allocated to the State Board of 
Regents the $85,000 requested by the Hospital and the 
usual services will be maintained. 
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Tue effectiveness of Mercurochrome 
has been demonstrated by more than twenty 
years of extensive clinical use. For professional 
convenience Mercurochrome is supplied in 
four forms—Aqueous Solution in Applicator 
Bottles for the treatment of minor wounds, 
Surgical Solution for preoperative skin dis- 
infection, Tablets and Powder from which 
solutions of any desired concentration may 


readily be prepared. 


MMerwichime 


(H. W. & D. brand of merbromin, dibromoxymercurifiuorescein-sodium ) 


is economical because stock solutions may be 
dispensed quickly and at low cost. Stock solu- 
tions keep indefinitely. 

Mercurochrome is antiseptic and relatively 
non-irritating and non-toxic in 
wounds. 

Complete literature will be fur- 
nished on request. 
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congestive heart failure 


The de-edematizing action of 





me 
aty 
nal Searle Aminophyllin decreases the 
in 
te. cardiac burden, permitting the heart 
ais, 
jis- 
ich muscle to function more efficiently 
lay 

Searle Aminophyllin produces diuresis 
, whether administered orally or paren 
be 
Le, terally, and thus has a field of usefulness 
ely covering emergencies and chronic 
. congestive cardiac failure. 

= 

SEARLE AMINOPHYLLIN 

\ contains at least 80% of anhydrous theophyllin. 


G. D. Searle & Co., Chicago 80, Illinois 





SEARLE 


RESEARCH 1 N THE SERVICE OF MEDICINE 











WHEN the menopausal storms set in—vaso- 
motor disturbances, mental depression, un- 
accountable pain and tension— physicians 
today can take prompt, positive action to 
alleviate symptoms. 

By the administration of a reliable solu- 
tion of estrogenic substances, you may exert 
a gratifying measure of control. 

For control of menopausal symptoms, you 
may turn with confidence to Solution of 
Estrogenic Substances, Smith-Dorsey . . . 
manufactured in the fully equipped, capably 
staffed Smith-Dorsey Laboratories . . . meet- 
ing rigid standards of purity and potency. 

With such a medicinal, you can indeed do 
something about “stormy weather.” 


* 


eo 
SOLUTION OF @mltecessec__ 


Ss. eebédncsesea— 


Supplied in I cc. ampuls and 10 cc. ampul 
vials representing potencies of 5,000, 10,000 
and 20,000 international units per cc. 





THE SMITH-DORSEY COMPANY 


LINCOLN © NEBRAS K A 


Manvtocturers of Pharmaceuticals to the Medical Profession Since 1908 
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RADIUM 


(Including Radium Applicators 
FOR ALL MEDICAL PURPOSES 
Est. 1919 





wow w ew ~~ \ 


Quincy X-Ray and Radium Laboratories 
(Owned and directed by a Physician- 
Radiologist) 

HAROLD SWANBERG, B.S., M.D.,Director 
W.C.U. Bldg. 


Quincy, Illinois 








oe 
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NEUROLOGICAL 
HOSPITAL 


Twenty-Seventh and The Paseo 
Kansas City, Missouri 


Modern Hospitalization of 
Nervous and Mental _Ill- 
nesses, Alcoholism and Drug 
Addiction. 


THE ROBINSON CLINIC 
G. WILSE ROBINSON, M.D. 
G. WILSE ROBINSON, Jr., M.D. 




















CREDIT SERVICE 


330 American National Building 
Oklahoma City, Oklahoma 
(Operators of Medical-Dental Credit 


Bureau) 
* 


We offer a dignified and effective collection 
service for doctors and hospitals located any- 


where in the State. Write for information 


* 


28 YEARS 


Experience In Credit 
and Collection Work 


Robt. R. Sesline. Owner and Manager 
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IT IS 


GOOD PRACTICE 


...in judging the irritant properties of cigarette 
smoke. . . to base your evaluation on scientific research. 


In judging research, you must consider its source*. 





Puitip Morris claims of superiority are based not 
on anonymous studies, but on research conducted only 
by competent and reliable authorities, research re- 
ported in leading journals in the medical field. 

Clinical as well as laboratory tests have shown 
Puitip Morris to be definitely and measurably less 
irritating to the sensitive tissues of the nose and throat. 


May we send you reprints of the studies? 





PuiLie Morris 


Puitie Morris & Co., Lro., Inc., 
119 Firrn Avenue, N. Y. 


*Leryngoscope, Feb. 1935, Vol. XLV. No. 2, 149-154 Proc. Soc. Exp. Biol. and Med., 1934, 32, 241 
Laryngoscope, Jan. 1937, Vol. XLVU, No. 1, 58-60 N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, $90-$92. 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—CountTRY 
Doctor Pipe Mixture. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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Have a Coke 


When you laugh, the world laughs 





with you, as they say—and when you 
enjoy the pause that refreshes with 
ice-cold Coca-Cola, your friends enjoy 
it with you, too. Everybody enjoys 
the friendly hospitality that goes with 
the invitation Have a Coke. Those 
three words mean Friend, you belong 
—I'm glad to be with you. Good com- 
pany is better company over a 


Coca-Cola. 














DIAGNOSTIC CLINIC OF INTERNAL MEDICINE AND ALLERGY 


Phiilp M. MeNeill, M. D.. F. A. C. P. 


General Diagnosis 


CONSULTATION BY APPOINTMENT 


Special Attention to Cardiac, Pulmonary and Allergic Diseases 


Electrocardiograph, X-Ray, Laboratory 
and Complete Allergic Surveys Available. 


1107 Medical Arts Bldg. 
Oklahoma City, Okla. Phone 2-0277 
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THE PHYSICIAN treating diabetes today has the 
choice of three types of insulin. One is rapid- 
acting but short-lived. Another is slow-to-start 
but prolonged. Intermediate between them is the 
new ‘Wellcome’ Globin Insulin with Zinc which 
starts fairly promptly and continues for sixteen 
hours or more. Action is maximal during the 
times of major carbohydrate intake but dimin- 
ished toward bedtime so that the likelihood of 
nocturnal reactions is decreased. Today, the 





physician is wise to consider all three insulins. 

‘Wellcome’ Globin Insulin with Zinc is a clear 
solution, comparable to regular insulin in its 
freedom from allergenic properties. 











INTERMEDIATE ACTING Gt 


AYED ACTING P.Z. INSU 





_ WELLCOME & CO. (U.S.A) INC, 9 and II EAST 41ST STREET, NEW YORK 17 
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Quick ACTING INSULIN 


OBIN INSULIN 


Action caries 
over beyond 
24 hus. 


LIN 





Accepted by the Council on Pharmacy and 
Chemistry, American Medical Association. 
Developed in the Wellcome Research Labora- 
tories, Tuckahoe, New York. U.S. Patent No. 
2,161,198. Available in vials of 10 cc., 80 units 
in 1 cc. and vials of 10 cc., 40 units in 1 cc. 
Literature on request. 


‘Wellcome’ Trademark Registered 


Insulin. 


| ¥ 4 
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Demerol hydrochloride, administered trom thirty to ninety minutes pre- 
operatively, rélieves much of the surgical patient’s apprehension and reduces the 
amount of anesthetic agent required to obtain a given depth of narcosis. The average 
preoperative dose for adults is 100 mg. injected intramuscularly, which may be combined 
with scopolamine or a barbiturate to assure amnesia. 
















) Compared with morphine, Demerol causes considerably less nausea and 
vomiting, and the danger of respiratory depression is greatly reduced. Unlike morphine, 
Demerol does fot interfere with the cough reflex or the reflexes and size of the pupil. 

It does not cause constipation, and urinary retention is less than with morphine. 
Postoperatively, Demerol is a reliable analgesic in the majority of cases, 
regardless of the type of surgery or the severity of pain. Patients in the older age group, 
in particular, réspond most favorably to this drug. The average postoperative dose for 
adults varies from 50 to 100 mg., administered by intramuscular injection or by mouth. 


Trademark Reg. ° - Pot. Off. & Canada 


BYDROCHLORIDE 


Brand of Meperidine Hydrochloride (Isonipecaine) 


ANALGESIC + SPASMOLYTIC + SEDATIVE 


Available for injection, ampuls of 2 cc, (100 mg.), in boxes of 6, 25 and 100; 
also vials of 30 cc. (50 mg. per cubic centimeter). For oral use in tablets of 50 mg., 
bottles of 25, 100 and 1000. 


Subject to regulations of the Federal Bureav of Narcotics 


- 








WINTHROP 


fe \ WRITE FOR DETAILED LITERATURE 


Winthrop CHEMICAL COMPANY, INC. 
Pharmaceuticals of merit for the physician * New York 13.N.Y. © Windsor, Ont. 
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YOU CAN’T OVERRATE THE VALUE OF CONTROL 
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When you come to think of it, it’s surpris- 
ing how much control means. In various 
forms it adds enjoyment to sports—security 


to daily routine—satisfaction to work of 


skill. 


And as quality control it assures safety in 
medicines. This is particularly well demon- 
strated in the development and production 
of U.D. pharmaceuticals. For throughout 
modern U.D. laboratories and plants a 
carefully conceived and remarkably 


efficient system of tests and checks results 














e in products with an enviable reputation 
le for consistent excellence. 
d 
Credit for maintenance of these high 
d standards rests with a body of doctors, 
e, chemists and pharmacists, known as the 
iI. Formula Control Committee. As the ulti- 
mate precaution, this group personally 
Ss, checks every finished product. 
Ps Such professional attention insures that 
“4 your prescriptions are filled with finest 
” ingredients when you specify U.D. phar- 
maceuticals. Your neighborhood Rexall 
Drug Store offers this service — together 
“ with complete facilities for meeting your 
patients’ needs reliably and economically. 
rE 





0; UNITED-REXALL DRUG CO. 


9-» 
exall U.D. products PHARMACEUTICAL CHEMISTS FOR MORE THAN 43 YEARS 
ilab/ 
p= An on Les Angeles * Boston * St.Louis * Chicago * Atlanta * San Francisco 
DRUGS see this sign Portland * Pittsburgh * Ft. Worth * Nottingham * Toronto * So. Africa 
: & 





UNITED-REXALL DRUG COMPANY AND YOUR REXALL DRUGGIST «+ Your Partners in Health Service 
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COUNTY 
Alfalfa 


Atoka-Coal 
Beckham..... 
Blaine..... 

Bryan 

Caddo 
Canadian 
Carter de 
Cherokee. pesnaeees 
II si sescacnaiunanliabl 
Cleveland 
Comanche........ 
Cotton 

Craig acsbdiabeinnadiasii 
ee 
Custer 

Garfield 

Garvin 


Grady 
Grant..... 
Greer 
Harmon 
Haskell..... 
Hughes 
Jackson. 
Jefferson 


Kingfisher..... 
Kiowa 
SRE SRE ee 
Lincoln..... 
Logan 
Marshall 
Mayes sancti 
McClain eee 
McCurtain............... 
I isi tenilacicevasen 
Muskogee-Sequoyah 
Wagoner 





Okfuskee................. 
Oklahoma. 
Okmulgee 
Osage 
Ottawa..... 
Pawnee..... 
Ss toiccielntsnsichasisansctsnigie 
er 
Pontotoe-Murray......... 
Pottawatomie........... 


Pushmataha................. 
Rogers............ ie 
a 
eee 
Texas ; 
EEE 
ee 








Washington-Nowata.... 
_ See 
iti sncnanenninacsinn 
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is a 


. Bruce 
M. E. Robberson, Jr., Wynnewood 


oS anaes ca . 
_W. P. Jenkins, Okemah 


a  ™ 


PRESIDENT 


Dunnington, Cherokee 


J. B. Clark, Coalgate 


......_. J. DeVanney, Sayre 
..W. F. Bohlman, Watonga 
. 2 a 
Preston E. Wright, Anadarko 


Haynie, Durant 


G. L. Goodman, Yukon 

J. Hobson Veazey, Ardmore 
P. H. Medearis, Tahlequah 
Floyd L. Waters, Hugo 
James O. Hood, Norman 
Wm. Cole, Lawton 

G. W. Baker, Walters 


. Lloyd H. MePike, Vinita 


W. P. Longmire, Sapulpa 
Ross Deputy, Clinton 
Hinson, Enid 


Roy Emanuel, Chickasha 


1. V. Hardy, Medford 


J. B. Lansden, Granite 
W. G. Husband, Hollis 


...Wm. 8S. Carson, Keotah 


Victor W. Pryor, Holdenville 


..E, W. Mabry, Altus 


F. M. Edwards, Ringling 
L. G. Neal, Ponea City 


.John W. Pendleton, Kingfisher 


Wm. Bernell, Hobart 
8S. D. Bevill, Poteau 
J. S. Rollins, Prague 


James Petty, Guthrie 


L. C. White 


S. C. Davis, Blanchard 


ie 3 T. Moreland, Idabel 


. First, Cheeotah 


R. N. Holeombe, Muskogee 
. Evans, Perry 


W. F. Keller, Okla. City 

F. S. Watson, Okmulgee 
Paul H. Hemphill, Pawhuska 
C. F. Walker, Grove 


_H. B. Spalding, Ralston 


F. Keith Oehlschlager, Yale 
Millard L. Henry, McAlester 
John Morey, Ada 

F. P. Newlin, Shawnee 


John S. Lawson, Clayton 
Howard, Chelsea 
Clifton Felts, Seminole 
Evert King, Duncan 


..Daniel S. Lee, Guymon 


H. A. Calvert, Frederick 
John C. Perry, Tulsa 


Ralph W. Rucker, Bartlesville 


L. G. Livingston, Cordell 
John F. Simon, Alva 


T. C. Leachman, Woodward 


SECRETAR) 
L. T. Lancaster, Cherokee 
J. S. Fulton, Atoka 
J. E. Levick, Elk City 
Virginia Curtain, Watonga 
Jonah Nichols, Durant 


Edward T. Cook, Jr., Anadarko 


W. P. Lawton, El Reno 
H. A. Higgins, Ardmore 


R. K. McIntosh, Jr., Tahlequah 


O. R. Gregg, Hugo 

Phil Haddock, Norman 
E. P. Hathaway, Lawton 
Mollie Seism, Walters 

J. M. MeMillan, Vinita 
Philip Joseph, Sapulpa 
A. W. Paulson, Clinton 
John R. Walker, Enid 


John R. Callaway, Pauls Valley 


Rebecca H. Mason, Chickasha 
F. P. Robinson, Pond Creek 
J. B. Hollis, Mangum 

R. H. Lynch, Hollis 

N. K. Williams, MeCurtain 
L. A. S. Johnson, Holdenville 
J. P. Irby, Altus 

J. A. Dillard, Waurika 

J. C. Wagner, Ponea City 


H. Violet Sturgeon, Hennessey 


J. Wm. Finch, Hobart 
Rush L. Wright, Poteau 
Ned Burleson, Prague 
J. E. Souter, Guthrie 


V. D. Herrington, Pryor 
W. C. MeCurdy, Purcell 
t. H. Sherrill, Broken bow 
W. A. Tolleson, Eufaula 


William N. Weaver, Muskogee 


Jesse W. Driver, Perry 
M. L. Whitney, Okemah 


C. E. Smith, Okmulgee 
Vincent Mazzarella, Hominy 
W. Jackson Sayles, Miami 
R. L. Browning, Pawnee 

C. W. Moore, Stillwater 


OFFICERS OF COUNTY SOCIETIES, 1946 
* 


MEETING TIME 


Last Tues. each 
Second Month 


Second Tuesday 
Third Thursday 
Second Tuesday 


Subject to call 
Second Tuesday 
First Tuesday 


Thursday nights 
Third Friday 


Second Tuesday 
Third Thursday 
Fourth Thursday 
Wednesday before 
Third Thursday 
Third Thursday 


First Wednesday 


First Friday 
Last Monday 
Second Monday 
Secqnd Thursday 


First Wednesday 
Last Tuesday 


Fourth Tuesday 
First Thursday 


First Tuesday 


Second Monday 
Fourth Tuesday 
Second Monday 
Third Monday 

Second Thursday 


Third Thursday 


Edward D. Greenberger, McAlesterThird Friday 


R. H. Mayes, Ada 


Clinton Gallaher, Shawnee 


B. M. Huckabay, Antler 

P. S. Anderson, Claremore 
Mack I. Shanholz, Seminole 
Fred L. Patterson, Duncan 
E. L. Buford, Guymon 

O. G. Bacon, Frederick 
John E. McDonald, Tulsa 
L. B. Word, Bartlesville 
Roy W. Anderson, Clinton 
O. E. Templin, Alva 


C. W. Tedrowe, Woodward 





First Wednesday 
First and Third 
Saturday 


Third Wednesday 
Third Wednesday 


Second and Fourth 
Monday 
Second Wednesday 


Last Tuesday 
Odd Months 
Second Thursday 
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